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THE TREATMENT OF NON-TUBERCULOUS 
EMPYEMA THORACIS* 


J. A. THompson WELLS, M.B., B.S. and Reeve H. Betts, M.D. 


Due to the discoveries that have been made in recent years in the field 
of antibiotics, coupled with the advances that have taken place in thoracic 
surgery in the last decade, the problem of empyema is being viewed in 
a somewhat different light. It is still necessary, however, to stress the 
principles of treatment of thoracic empyema as recently emphasized by 
Tonolla and Brantigan’ namely: 


1. Adequate drainage without production of pneumothorax. 
2. Obliteration of the empyema cavity by lung expansion. 
3. Sterilization of the pleural space. 


These objectives must be attained if prompt cure is to be achieved and 
chronic empyema avoided. There are various methods that can be used 
to attain these desiderata, provided the underlying principles are not 
ignored. 

Following the advent of penicillin a number of reports appeared in 
the literature on the treatment of empyema by repeated thoracentesis and 
penicillin used both intrapleurally and intramuscularly. The method is 
effective in bringing about a certain number of cures, especially in children. 
It is mainly useful in treating empyemas that have been detected early 
and before the organisms concerned have become resistant to the antibiotic. 
In our experience aspiration and chemotherapy have not been very efficacious 
after thick pus has formed as it is difficult to drain adequately the 
hemithorax by this procedure. We believe the method is of use, however, 
in alleviating the toxicity of a virulent infection as oftentimes one can 
symptomatically relieve such patients and in certain instances sterilize the 
cavity. Usually, however, when chemotherapy is stopped the infection 
again becomes apparent. In many instances the ability thus to control 
the patient’s symptoms by chemotherapy has led to difficulties later on. 
It is important that the lung be completely expanded and the space 
obliterated (as well as sterilized) if cure is to be achieved. Should the 
lung remain partially collapsed over a period of a few weeks, it becomes 


* From the Department. of Thoracic Surgery, Christian Medical College and 
Hospital, Vellore, S. India. 


Presented at the Kodaikanal Medical Conference, May 26-27, 1952. 
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2 The Journal of the Christian Medical Association 


bound down by a thickened membrane overlying the pleura which impedes 
re-expansion even though the other objectives of adequate drainage and 
sterilization of the space have been attained. In some instances unwise 
persistence in treatment of empyema by aspiration and chemotherapy has 
complicated subsequent surgical treatment and necessitated decortication, 
thoracoplasty, or both, to completely obliterate the space”. 

We cannot emphasize too greatly the importance of dependent drain- 
age. A collection ‘of pus in the pleural space is just like a similar 
collection in any other location, that is, it can be drained best through an 
opening at the bottom. It is true that some times an empyema can be 
taken care of adequately by a drainage site that is not at the most de- 
pendent portion of the space as the diaphragm becomes elevated and the 
lower gutter is gradually obliterated. It is far better, however, to drain 
through a low point as obliteration of the space from above downward 
is always much easier than the same process from below upward. Thus 
it has been our -practice to drain a general empyema at the lowest part 
of the space, no matter whether the x-ray shows fluid extending down 
to the diaphragm or not. We believe it is better to tunnel up through the 
extrapleural space until the cavity is reacheu, if such is necessary, in order 
to ensure a low-lying point of drainage. In most instances the eleventh 
rib bed is the most suitable location; occasionally the tenth rib is used. 

It seems advisable to do a rib resection for surgical drainage in 
practically every instance as it is not possible to use a large enough trocar 
and catheter intercostally without producing a great deal of pain in the 
post-operative period. Such a procedure does have a limited field of 
usefulness in temporarily decompressing an empyema in a critically ill 
individual, but it is not suitable for definitive treatment. Pus tends to 
thicken up and form fibrin bodies which cannot be removed through the 
drainage tube and thus makes drainage only intermittent, while any 
loculi within the pleural cavity are not readily accessible. It is far better 
to resect a portion of a rib and remove by sponging or by suction all the 
material in the chest, at the same time breaking down loculations. It is 
also possible in those instances that do not have a bronchial fistula to 
wash out the interior of the thorax with saline solution. The space can 
then be drained with a tube of suitable caliber which will remain patent 
inasmuch as the thick pus and fibrin bodies have been evacuated already 
from the cavity. If adequate drainage is established and maintained until 
the space is obliterated, the possibility of chronic empyema is almost 
eliminated. 

The Empyema Commission of 1918 was responsible to a large extent 
for the clarification of the principles of correct timing in the drainage of 
empyema and the application of these principles greatly reduced the morta- 
lity. This improvement in early mortality was followed, however, by an 
increasing number of chronic empyemas, the reasons for which were well 
set forth by Roberts*® who listed the causes as follows: 


1. The persistence of infection in the empyema cavity which may 
be due to any of the following causes: 


(a) Failure to remove fibrin from the cavity at the time of drainage. 


(2) Failure to provide a sufficiently dependent drainage opening, so 
that there is a puddle of pus at the bottom of the cavity. 
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(c) Too long a drainage tube so that pus can only escape by overflow 
or too short a one so that there is between the end of the tube 
and the cavity a sinus through which drainage will not occur 
readily. 


2. Delayed expansion of the lung caused by: 


(a) Thick fibrous deposit on the visceral pleura due to persistence of 
infection in the cavity. 


(4) Broncho-pleural fistula. 
(c) Fibrosis of the lung. 


3. A foreign body left in the cavity such as a piece of drainage 
material or rarely a portion of necrosed rib. 


4. Abnormal etiology which is unsuspected at the time of drainage, 
such as tuberculosis, actinomycosis or new growth. 

If after adequate, dependent drainage there is no radiological evidence 
of expansion of the lung with a synchronous decrease in the size of the 
empyema cavity, the status of the underlying lung and bronchial tree 
should be investigated to ascertain if there is any obstruction in the 
bronchi, bronchiectasis or irreversable changes in the lung. Fleischner* has 
pointed out that in addition to a compressive atelectasis occurring in 
pleural effusions there is ample evidence of varying degrees of obstructive 
atelectasis and demonstrated that if the atelectatic condition persists for a 
comparatively long time, as in a chronic empyema, irreparable alterations 
occur in the underlying lung in the form of interstitial fibrosis whereby 
the involved area of the lung loses its plasticity and becomes more rigid. 
This may hinder expansion and obliteration of the empyema space even 
though drainage itself has been adequate. 

In recent years attention has been re-directed to the restoration of func- 
tion of the so-called captive lung bound down by fibrin deposits on the 
visceral pleura, such as happens in empyema. The fibrin peel that is laid 
down over the visceral pleura can oftentimes be removed without great 
difficulty as was first recognized by Fowler® in 1893. In chronic cases it 
is often valuable to obliterate the space by decorticating and freeing the 
lung so that it can expand and fill the space rather than closing the space 
by an extensive thoracoplasty. The freed lung may not return to full func- 
tion but does contribute to pulmonary ventilation. A less important point 
is the lack of deformity following decortication compared with the marked 
deformity of an extensive plastic operation. 

During the second world war it was demonstrated by Burford,° 
Samson’ and others that the fibrin peel laid down under a hemothorax 
was quite readily removable especially if this was carried out before the 
end of three months. Knowledge was soon transferred to the treatment 
of empyemas and a number of reports have since been published pointing 
out the feasibility of such a procedure even as a primary treatment of 
empyemas as advocated by Sanger.* Whether or not the practice of 
primary decortication in any early empyema is justified cannot be cate- 
gorically stated at present. The results of adequate dependent drainage are 
in themselves very good and about all that primary decortication can offer, 
at the. expense of a considerably more extensive operative procedure, is 
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some shortening of the morbidity in certain instances. It probably deserves 
a wider trial than it has been accorded so far. 

In empyema accompanied by irreparable damage of the underlying 
lung complete expansion may not be obtainable. If resection is indicated 
for the pulmonary lesion the empyema sac may be excised at the same time. 
Such operations are usually not indicated if the empyema can be healed 
first. When this is not possible resection combined with pleurectomy is 
occasionally feasible. 


MANAGEMENT 


We have had little success in curing empyemas, under prevailing 
conditions, by repeated pleural aspirations and chemotherapy. If this 
method is going to be effective it is necessary that the pleural space be 
kept as dry as possible which means that it must be aspirated at least once 
a day and in some instances twice a day. As a general rule, we believe 
that any case that has as much as 100 cc. of fluid in the chest should be 
aspirated everyday. When the amount obtainable is less than 100 cc. 
aspirations can be performed every second day. The antibiotics, mainly 
penicillin, should be used in adequate amounts with this method both 
intrapleurally and intramuscularly. We have no objection to the practice 
of this method as long as it is followed systematically and as long as it 
is not persisted in once improvement stops. If good results are going to be 
obtained, they will be obtained in the first week. If at the end of that 
time the lung has not expanded, a different type of therapy is indicated. 

Trocar drainage of empyema is now reserved for certain special indi- 
cations. It is used on our service only for those individuals who are so 
acutely ill that it seems advisable to give them temporary improvement 
before resorting to surgical drainage. In such instances a catheter may be 
introduced through a trocar intercostally. Occasionally such treatment may 
be all that is necessary if the lung promptly re-expands and fluid does not 
recollect in the pleural space. In most instances we have found it necessary 
to convert the trocar drairiage to surgical drainage at the end of a week 
or ten days, 

There has been much discussion in the literature regarding open versus 
closed drainage. It is true that certain cases with marked pleural adhesions, 
small encapsulated empyemas, etc., can be very adequately handled by 
open drainage which signifies removal of a rib and the application of a 
large dressing. For those patients with minimal pleural adhesions, or large 
empyema spaces along with a lung that is mobile, better results are obtained 
by the closed type of drainage. Drainage can best be carried out, we 
believe, by the open method followed by a closed type of drainage; that is, 
drainage is obtained by resection of a rib and thorough evacuation of the 
pleura removing all fibrin bodies and breaking down any adhesions that 
would seem to interfere with adequate drainage. The empyema space is then 
drained with a tube and the wound closed in an air-tight fashion about it. 
With this method air-tight drainage about the tube can be maintained 
usually for approximately two weeks. During this period the drainage 
tube is connected to an under-water seal and in some instances to an 
auxiliary source of gentle suction. (Fig. No. 1). If the lung has not been 
down too long the lung should be completely expanded and adherent to 
the chest wall at the end of ten to fourteen days, and if some air does 
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begin to leak around the tube at the end of that time, the lung will not 
collapse again. By using a closed type of drainage during this first two-week 
period, when the drainage is likely to be profuse, much less nursing care 
is needed and dressings are reduced to a minimum. 


BLEEDER 
TUBE 
RUBBER 
TO : PATIENTS TUBING To 
PLEURAL CAVITY — 
SUCTION 
a DEGREE 
| 
SUCTION|E 
Fic. 1 


Diagrammatic sketch of the two-bottle drainage" system to provide 

gentle continuous suction. The drainage tube from the patient is 

connected to the tube in bottle A that goes beneath the water one or 

twocm. This gives a water seal drainage in case there should be any 

break in the system beyond. The degree of suction is regulated by 

the distance that the bleeder tube is immersed beneath the level of 
the water in bottle B. 


As far as the rib that is used for drainage is concerned, we believe 
it is very important that real dependent drainage be achieved. This usually 
necessitates removing either the tenth or. the eleventh rib posteriorly. Occa- 
sionally other sites may be satisfactory, but as a rule the tenth or eleventh 
rib has been found to be most acceptable in our experience. . 

Much attention needs to be paid to the question of when the tube 
should .be removed. This can be answered quite simply by stating that 
the tube should only be removed when the space has become obliterated and 
the lung in apposition with the chest wall. The size of the space can 
easily be determined by measuring the amount of saline it will hold or 
even more accurately by the injection of lipiodol and taking of appropriate 
x-ray plates. When it has been determined that the space is limited to the 
size of the drainage tract, then the tube itself can be gradually withdrawn, 
usually shortening the tube one to two centimeters each week until it is 
too short to be maintained in the chest wall. There is no doubt that many 
chronic empyemas have been due to removal of the drainage tube before 
the space was completely obliterated. 

Empyemas with broncho-pleural fistulae are treated in the same manner 
as those without except that they are always treated by drainage rather 
than by aspiration. At the time of drainage all the material in the chest 
is aspirated, but washing out of the pleural space has to be avoided to 
prevent saline gaining entrance to the bronchial tree through the fistula. 
In non-tuberculous cases, broncho-pleural fistulae tend to heal quite quickly 
once adequate drainage is provided. If the fistula is still apparent at the 
end of two weeks it is often helpful to attach the drainage bottle to some 
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source of gentle suction such as illustrated in (Figure 1) and apply con- 
tinuous -general negative pressure to the empyema space. This will main- 
tain a small flow of air outward through the fistula and tends to promote 
healing as it prevents purulent material from gaining access to the bronchus 
that is open. Only rarely is definitive surgery for closure of the fistula 
necessary. When it is, there is often some remaining source of infection 
in the lung such as a chronic abscess or bronchiectasis which requires 
treatment. 


MATERIAL 


bile the period of March 1948 to April 1951 a total of 49 patients 
with empyema were operated upon on our service. In this group were six 
in whom the records were incomplete and they are not considered in this 
study. None of the six ended fatally. Of the remaining 43, one, which 
was a postpneumonectomy case, was found not to have an empyema. Ten 
other cases were following resection and they, together with the 12 that 
were due to tuberculosis, are considered in a separate report. Of the 24 
pyogenic empyemas there was one fatal case, a patient with lung abscess 
and bilateral empyema. 

The following are illustrative case reports: 


Case 1. M., aged 1% years, Hospital No. 98695. Admitted on 28th 
December, 1949, with a history of fever for ten days, cough for twenty 
days and dyspnea for four days. Physical examination revealed the child 
-to be in a poor general condition with abscesses on the scalp and scabies 
all over the body. The trachea was deviated to the left, the right side 
being dull with diminished breath sounds. Fluroscopy showed a large 
hydropneumothorax of the right chest with marked displacement of the 
mediastinum to the left. Aspiration of the chest yielded frank pus which 
giew both streptococci and pneumococci. The patient was put on chemo- 
therapy and the pleural cavity repeatedly aspirated with instillation of 
penicillin. X-ray of the chest on 9 January, 195c, (Fig. 2) showed no 
expansion of the lung, and accordingly on 16 January, 1950, under local 
anesthesia, the empyema was drained through the brd of the tenth ib and 
a bronchopleural fiswula was seen and sutured. The patient was put on 
closed drainage with continuous suction followed by prompt re-expansion 
of the lung. On 3 February, 1950, the tube was cut short and the sinus 
gradually allowed to heal. The child was transferred back to the pediatrics 
department for further treatment of the skin condition and was discharged 
on 11 April, 1950, with complete healing of the sinus, the x-ray showing 
complete re-expansion of the lung and obliteration of the empyema cavity 
with some residual thickening of the pleura (Fig. 3). 

It is not always possible to obtain the desired result by chemotherapy 
and aspiration alone and we feel that if there is no evidence of rapid 
sterilization and obliteration of the empyema cavity, there should be no 
hesitation in resorting to adequate dependent | drainage which is soon 
followed by a cure ——- that there is no pathology ‘in the under- 
lying lung. 

Case 2. M.B., hited 2 years, Hospital No. 87780. Admitted on 
11 August, 1948, with a history of fever, cough and dyspnea of eleven 
days’ duration. Physical examination revealed a very dyspneic child, face 
flushed, rapid breathing, dry cough, diminished movements right side, dull 
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Case 1. X-ray of the chest taken on admission showing a Case 1. Result following rib resec- 
large collection of air in the right pleural space displacing tion and drainage of empyema 
the mediastinum to the left side. Very little fluid is present. with bronchial fistula. 

The right lung is totally collapsed. 


Fic. + 


Case 2. Postero-anterior x-ray of 
the chest on admission showing 
large hydropneumothorax on the 
right side with marked displace- 
ment of the heart and mediasti- 
num. 


87780 
auc 46 


Fic. 5 (a) Fic. 5 (b) 
Case 2. X-ray of the chest follow- Case 2. End result following rib resection and drainage of empy- 
ing trocar drainage of empyema ema. Note the absence of any pleural thickening which, when 
right. present, frequently causes a decrease in pulmonary function, 
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Case 3. -Postero-anterior x-ray of the chest 
showing a large collection of fluid and a small 
amount of air in the left pleural space with 
displacement of the mediastinum to the right. 


PITCHIAH 
21-12-50 


Fic. 8 


Case 4. Postero-anterior x-ray of the chest 
showing a right hydropneumothorax. 


PITCHIAH 
28-6-50 


Fic. (a) 


Case 3. X-ray of the chest following rib resec- 
tion and drainage. The mediastinum has returned 
to the mid-line, but the lung has not completely ex- 
panded. There is evidence of pleural thickening. 


Fic. 7 (b) 


Case 3. Postero-anterior x-ray of 
the chest following pleuro-pneu- 
monectomy of the left lung and 
empyema membrane. 


Fic. 9 


Case 4. Postero-anterior x-ray of the chest follow- 
ing pulmonary decortication. The lung has expand- 


- and there is only slight pleural thickening at the 
ase. 
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to percussion and breath sounds very diminished. Throat congested and 
inflammed. Laboratory examination revealed Hb. 9 grams; W.B.C. 27,000; 
P. 59%; E. 16; L. 25. Urine examination was normal. Fluoroscopy 
showed the right side of the chest filled with fluid (Fig. 4). Aspiration 
yielded foul smelling pus, which grew coiiform bacilli on culture. Because 
of the child’s poor condition a trocar drainage was done on 13 August, 
1948, through the ninth space and connected to under-water drainage 
with marked improvement in the child’s condition. Better dependent 
drainage was instituted on 28 August, 1948, through the bed of the 
eleventh rib under local anesthesia by the open method. The patient was 
discharged on 5 October, 1948, with instructions to continue dressing of 
the small sinus that remained in the out-patient department. X-ray revealed 
complete healing of the empyema cavity (Fig. 5 A & B). 

We appreciate that a trocar drainage is not the ideal form of treatment. 
However, if the patient’s condition is such that we do not believe he will 
be able to withstand resection of a rib, and massive chemotherapy both 
locally and parenterally coupled with aspiration is not bringing about any 
improvement, a catheter drainage is indicated till such time as the condition 
improves sufficiently for a rib to be resected. 

Case 3. P., aged 2 years, Hospital No. 102040. Admitted on 8 
June, 1950, with a history of fever, cough and dyspnea for twenty days. 
He had had measles two months prior to admission. The patient refused 
to lie on the right side. Physical examination showed a dyspneic patient 
looking very sick, throat congested, tonsils enlarged and inflammed. Left 
chest dull with diminished breath sound. The child weighed twenty 
pounds. The temperature was 102.6. Laboratory examination showed 
Hb. 6.5; W.B.C. 21,000; P. 78°; L. 20%; P.P.D. positive. Urine and 
stool normal. X-ray on 12 June 1950, (Fig. 6) showed a hydropneumo- 
thorax on the left and the heart displaced markedly to the right. Culture 
of aspirated pus was reported as pneumococci, diphtheroids and H, influ- 
enza. The patient was put on penicillin and sulfonamides. The left chest 
was repeatedly aspirated and penicillin put in with no improvement. 
Drainage was instituted on 13 June 1950, through the ninth rib under 
local anesthesia, and about one and a half pirits of pus removed. The 
child continued to have a febrile course and the lung did not re-expand. 
On 3 July 1950, bronchoscopy was done and the left main bronchus was 
found narrowed and only admitted a malleable suction tube. Broncho- 
scopic aspiration in conjuction with treatment with penicillin and strepto- 
mycin did not result in any increased aeration of the lung. Consequently 
a pleuro-pneumonectomy was done on 2 December 1950. The dissection 
was carried out in the extrapleural plane and the hilum was treated by 
the individual ligation technic. The bronchial stump was covered with 
a flap of pleura after instillation of streptomycin and penicillin around it, 
the wound was closed in layers with interrupted cotton ‘and the chest 
cavity drained through the old drainage site. The temperature returned to 
normal on the sixth day and the patient was discharged on December 20, 
1950, weighing twenty-two pounds nine ounces, after a smooth post- 
operative course. (Fig. 7 B). The pathological examination of the speci- 
men showed the upper and lower lobes to be atelectatic and containing pale 
yellow areas varying from 1 mm, to 1 cm. in size, many of which have 


‘become confluent. Microscopic examination showed marked fibrosis with 
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typical tuberculous foreign body giant cell systems and some caseation in 
the inflammed area. There were numerous respiratory bronchioles lined by 
epithelium. 

In this case repeated attempts to bring about expansion of the lung 
were of no avail and it became necessary to carry out a pleuro-pneumo- 
nectomy which removed the empyema pocket in toto along with the 
offending lung. Though the pathological report showed the lung to have 
a tubercular process, we have included this case in this series as the patient 
had in addition a pyogenic empyema and the mechanical problem of a 
bronchial stenosis preventing expansion of the lung. 

Case 4. J., aged 25 years, Hospital No. 84819. Admitted with a 
history of cough, expectoration and breathlessness of ten days duration, 
with fever of eight days duration, The patient had some streaking of 
sputum a few days before admission. Physical examination revealed a 
well nourished man markedly dyspneic with no cyanosis or clubbing of the 
fingers. The right side of the chest moved less, was dull to percussion, 
and had diminished breath sounds. The patient had both a pleural and 
a pericardial rub, there being a systolic murmur over the mitral area. The 
liver was palpable 4 cm. below the costal margin but was not tender. 
X-ray (Fig. 8) revealed a hydropneumothorax in the right chest. Laboratory 
examination showed W.B.C. 72,000; P. 72; L. 28. Urine and stool 
negative. Aspiration yielded pus which grew anaerobic cocci on culture. 
Repeated aspiration with instillation of penicillin failed to re-expand the 
lung. On 10 April 1948, the right chest was opened through the sixth 
rib and the lung was decorticated. The patient had an uneventful con- 
valescence, with rapid expansion of the lung and obliteration of the 
empyema cavity. (Fig. 9). 

Case 5. M., aged 25 years, Hospital No. 95917. Admitted on 24 
August 1949, with a history of cough with foul-smelling sputum and pain 
in right chest of six month’s duration. Physical examination revealed a 
fairly well nourished patient with marked clubbing of the fingers, dim- 
inished movements of the right chest with increased breath sounds. Labor- 
atory examination showed W.B.C. 16,000; P. 10; L. 12; M. 1. Sputum 
consistently negative for A.F.B. X-ray showed a cavity in the right mid 
zone with thickened pleura along the fissures. Bronchoscopy revealed the 
right side to be fairly dry, the left containing moderate bloody secretion. 
A diagnosis of lung abscess with an interlobar empyema was made. The 
empyema was drained on the 15 October 1949, through the fifth rib. 
The patient had a severe hemoptysis through the fistula on the 4 November 
1949, and his condition remained precarious. On 5 January 1950, he 
developed dyspnea with signs in the left chest. Aspiration revealed pus. 
The patient was given intensive chemotherapy both locally and system- 
ically with no improvement. The empyema was drained on the 18 
January 1950, but the patient’s condition deteriorated and he died on 
11 March 1950. Permission for a post-mortem examination was refused. 

This is the only death in the series, The infection proved too over- 
ae for the patient and we were not successful in bringing it under 
contro 


SUMMARY 


1. A series of twenty-four cases of pyogenic empyema are reported. 
In this series are one death, and four cases which required additional surgery. 
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2. We recognize that major thoracic surgery is playing a more im- 
portant part in the treatment of pleural sepsis, but feel that thoracostomy 
and drainage is still of great value in the treatment of this condition 
provided the surgeon pays attention to the minutae of this procedure, upon 
which depend the success or failure. 


3. This form of treatment does not require the elaborate set up which 
is necessary for major thoracic surgery, and is admirably suited at present 
for the treatment of pyogenic empyema in India. 


4. We have presented a few case reports to illustrate some of the 
points in the treatment of pyogenic empyema. 


Bibliography 


1. Tonoxxa, E. H. and Brantican, O.C.: Treatment of Thoracic Empyema with 
Sodium Tetradecyl Sulphate 1:500 in Azochloramide 1: 3300. Diseases of the 
Chest, 13: 123; 1947, 

2. Hansen, J. L.: The Drawbacks Encountered in Local Treatment of Pleural Em- 
pyema with Chemotheraputic and Antibiotic Agents. Acta Chir. Scand., 96: 527, 
1948, 

Roserts, J. E. H. in Modern Operative Surgery, by Grey Turner, Cassels & 
Co., 1943, Page 313. 

Feiscuner, F. G.: Atelectasis as a Factor in the Medical Treatment of Pleural 
Empyema: The necessity of combatting atelectasis by remedial breathing exercises, 
N.E.J.N. 326: 567, 1947. 

Fowler cited by Samson et al: Management of War Wounds of the Chest, 
F. Thor. Surg. Vol. 151 3, 1946, 

Burrorp, T. H., Parker, E. F., and Samson P. C.: Early Pulmonary Decortica- 
tion in the Treatment of Posttraumatic Empyema, Ann, Surg. 122: 163, 1945. 
Samson et al: Management of War Wounds of the Chest, #. Thor. Surg. 

15: 3, 1946, 

Sancer, P. W.: Exploratory Thoracotomy in the Management of Empyema, 
F. Thor. Surg. 17: 756, 1948. 

Sarot, I. A.: Evxtrapleural Pneumonectomy and Pleurectomy in Pulmonary 
Tuberculosis, Thorax 4: 173, 1949. 


3 
4 
j 
i 
az 
4 
‘ 
a 
of 
ag 
q 
a 
: 
‘ 
4 
‘ 


NOVA ET VETERA IN ORTHOPAEDICS 


H. W. Witiams, F.R.C.S. (Edin.) 
The Salvation Army Medical Department, Nagercoil (S. India) 


We all know that ‘orthopaedes’ means a correct child and 
that orthopaedics developed as a speciality in relation to de- 
formities of childhood, whether congenital or acquired. By 
extension, the title has come to include all surgical condi- 
tions affecting the skeletal system at any age. This system 
has bodily configuration and movement as its prime func- 
tions and in this brief review I want to consider in 
particular abnormalities of posture and gait. The character 
Sherlock Holmes was based on the memory of a surgeon 
in charge of out-patients at the Edinburgh Royal Infirmary ; 
and any alert general practitioner can often make a ten- 
tative diagnosis of a patient’s trouble or the seat of it, by 
observing the way in which he walks into the surgery or 
stands before the desk. 


ProrEssor JoHN Saunvers' of San Fransisco recently reported on investi- 
gations into the mechanics of human gait. These revealed the amazing 
complexity of the act of walking, whereby foot, knee, hip and spine 
combine to give the legs a functional length, two and a half times their 
actual length and to limit the excursion of the body’s centre of gravity 
to the confines of a two-inch cube. All of which vividly conjures up the 
picture of a woman returning from the well at evening, a full water pot 
easily balanced on her head, as she covers the uneven ground to her house. 
Dr V. T. Inman,? collaborator in Professor Saunders’ investigation, reports 
that interference with normal gait mechanism, as evidenced by a mid- 
thigh amputation and a prosthesis, requires 27 per cent greater expenditure 
of energy; in other words, such a patient walks five yards to your four. 

Let us consider some of the common conditions which cause an alter- 
ation in gait. We can all recognize and be amused by the duck-like gait of 
the congenitally flat footed. This condition is painless and needs no 
treatment, in which it must be clearly differentiated from acute flat foot 
and spastic flat foot, both of which are painful. Acute flat foot is asso- 
ciated with strain, commonly due to debility following illness or in adoles- 
cence due to rapid growth. Treatment consists of initial rest and subsequent 
graduated exercise, such as rising slowly on to the toes, flexing the forefoot 
over the edge of a step and inverting the foot, first at rest and then stand- 
ing. Thomas’s heels to shoes are of value and attention must be paid to 
the general condition of the patient. Spastic flat foot is associated with an 
inflammatory lesion in the foot inducing spasm in the peroneus longus 
muscle, producing a stiff, painful foot. Rest is the first requirement, skia- 
gram and E.S.R. assisting with diagnosis of the precipitating lesion. 

Talipes should be treated before the question of gait has arisen, that is, 
in the first weeks. So treated, most cases respond to repeated manipulation 
and plaster. As the child grows older, the plasters can be replaced by a 
Dennis Browne splint. This can be made by any local blacksmith, prefer- 
ably from aluminium sheet. Talipes first presenting for treatment at a 
later age, requires more drastic measures, contracted tendons and fascia 
being divided or erased from bony attachment at one end, A wedge 
tarsectomy may even be necessary. 
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Distinct from the foregoing is the limp due to a painful condition of 

the foot, whether due to a corn, bunion, acute inféction or metatarsalgia. 
The last should be diagnosed by its site (level of the metatarsal heads) and 
confirmed by compressing the forefoot between the fingers and reproducing 
the pain. A quarter inch bar of leather across the sole of the sandal or 
shoe behind the metatarsal heads relieves the pressure and thus the pain. 
All painful conditions result in a hurried gait, allowing the shortest time 
on the bad leg. 
The jerky gait of unequal limbs is probably the commonest limp seen. 
It may be due to an actual difference in length of the legs, a gluteal palsy 
with consequent inability to fix the pelvis on the standing leg when the 
other is lifted, or in congenital dislocation of the hip, due to a similar 
mechanism, the head of the femur being unfixed and the gluteal muscles 
at a disadvantage. The ill-effects of this gait are insufficiently recognized. 
Apart from the additional energy required to walk in this inefficient 
manner, osteoarthritis in hip and knee is the eventual outcome. Up to 
3/4” of shortening can be masked, but beyond this a raised boot should 
be fitted. Such an orthopaedic appliance can be made by any local shoe- 
maker given the doctor’s supervision. Avoid making the boot too heavy. 
A common cause of shortening of the femur is coxa vara, whether due to 
slipped epiphysis, malunited fracture or congenital. A Lorenz bifurcation 
osteotomy not only gives a stable hip but by a permanent tilt of the pelvis 
equalises the functional length of the limbs. This is probably the best 
treatment for a congenital dislocation of the hip presenting for treatment 
after seven years of age. Probably the commonest cause of unequal limbs 
in India is retarded growth of all tissues in one leg following poliomyelitis 
in childhood. Usually two features combine in the limp, namely shorten- 
ing and paralysis or paresis of selected groups of muscles, Children learn 
trick movements to overcome these palsies. There are obviously two 
surgical methods of dealing with this situation, either to shorten the longer 
leg or to lengthen the shorter. Both have their advocates. The second 
is obviously ideal as it restores the patient to his normal height but bone 
lengthening, involving a Zosteotomy and continuous traction is liable to 
cause damage to blood vessels and nerves. The first method is therefore 
more popular and is performed before growth is complete, by damaging 
the epiphyseal plate of the upper end of the tibia or lower end of the femur. 
The damage may vary from the complete cessation of growth by extirpation 
of the epiphyseal plate to a partial interference with growth, by driving 
metal staples into the area. The latter calls for nice judgment as to the 
degree of arrest produced and the best age at which to perform it. 

Much could be said about the palsies themselves. Many adolescents 
present themselves with the most crippling deformities from contractures, 
usually flexion contractures. In these cases, a muscle slide operation will 
permit of correction of the deformity, the muscles obtaining a new attach- 
ment at a lower level. Flail knee or foot drop can best be treated by 
arthrodesis. Newer methods have resulted in better arthroplasties but the 
old axiom still holds good, that stability is required in the lower limb and 
mobility in the upper. Arthrodesis of one joint in a lower limb results 
in limited disability and a vast improvement in the patient’s gait. When 
both limbs are involved, it is desirable to maintain flexion in one. I have 
found in India that the almost ritual use of the squatting position for 
defaecation makes arthrodesis of the knee or hip unpopular. 
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Transplantation of tendons is yet another method of overcoming palsies 
of important muscles, a method recentty applied to leprosy deformities 
by Dr Paul Brand of Vellore. 

Joint diseases affect gait chiefly by pain and limitation of movement. 
The latter is in part due to fibrosis and contracture and partly spasm 
reflex to pain. The only exception is congenital dislocation of the hip. 
Sub-trochanteric osteotomy for this has already been mentioned. Treated 
at an early stage, the femoral head can be replaced in the acetabulum, 
which is then deepened by an ostee-plastic flap at its upper margin. 

Rheumatoid arthritis has figured in the popular press in recent years, 
following the administration of cortisone and A.C.T.H. with dramatic 
improvement in pain and disability. Relapse however, is normal if the 
hormones are withdrawn and further research will be necessary to find 
a satisfying answer to this crippling disease. 

In osteoarthritis of the hip, an answer to the limited painful excursion 
of the deformed femoral head has been found in a vitallium cup to fit 
over a well chiselled bone. Good results have been obtained although 
late results suggest that stiffness slowly reoccurs. The latest development 
is the manufacture of a complete femoral head in acrylics, a result of the 
extensive research into these plastics during the last war. Judet’s prosthesis 
is now being used widely but it is still early to judge results although 
it is reported that stiffness supervenes. Recently a new amidopyrine deri- 
vative ‘Irgopyrin’ has been introduced, which has a dramatic effect on the 
pain and swelling in both types of arthritis. A further refinement of this 
drug is now available, known as ‘Butolyzidin’ with even more marked 
effects. 

Orthopaedic conditions above the hips can also affect gait. Scoliosis 
may be postural, particularly in adolescents, or due to poliomyelitis, whilst 
rigidity of lumbar muscles may be due to any of the causes of low back 
pain, which are legion. Postural defects usually disappear when the spine 
is flexed, so that bending to touch the toes is a useful test for differentiating 
the more serious types. 

The separation of sciaticas caused by herniation of the nucleus pulposus 
of the inter-vertebral disc from the other sciaticas, is of recent date. 
Symptoms and signs are common to all sciaticas, exacerbation of pain on 
coughing, limitation of straight leg raising and tilt of the spine away from 
the affected side, paraesthesias in the foot and in long standing cases, loss 
of the ankle jerk. Myelography is necessary to demonstrate the specific 
lesion. Definitive treatment consists in a laminectomy with removal of 
the prolapsed material,\ followed by three months’ immobilization. Three 
months in a plaster jacket is often successful without operation, whilst 
even operation has its failures. ; 

Improvement in the treatment of fractures has resulted in fewer 
limps from malunited or ununited fractures. It is still insufficiently realized 
that in fractures of the long bones, the joints above and the joint below 
must be immobilized. Doctors still send patients to hospital with short 
splints at the fracture site only. Many doctors are slavishly dependent 
on skiagrams in judging union. X-rays should be used wisely considering 
the expense. They should not be used in place of careful examination. 
The presence of definite pain on tapping the fracture site, or on ‘ham- 
mering’ the sole of the foot with the leg extended, indicates incomplete 


2 
e 
| 
v 
q 
7 
& 


Nova et Vetera in Orthopaedics 13 


union and plaster should be reapplied. This test is also useful in deter- 
mining activity in Potts disease. The great advances made in recent years, 
largely stem from improved methods of internal fixation, coupled with the 
use of chemotheraphy and the antibiotics, which have rendered possible 
such operations in a type of tissue especially prone to infection. When 
I came to India equipment consisted of a bundle of Lanes steel plates of 
varying lengths, together with the requisite instruments for fixing them 
(also bearing the famous general surgeon’s name, for the treatment dates 
from before the birth of orthopaedics as a speciality). Bone homografts 
were being increasingly advocated and have increased in popularity with 
the wider availability of electrical saws for accurate cutting of grafts. The 
search began for more satisfactory metals for bone plates and screws. 
First stainless steel and then vitallium were introduced, the latter exciting 
no tissue reaction. Other than the use of plates of this material and 
of single screws across oblique fractures in smaller bones, there have been 
three specific applications. Internal fixation of the femoral neck by some 
modification of the Smith Peterson pin has become standard treatment 
in major clinics and at least one surgeon? now fits these in the ward on 
the patient’s own bed. The use is still limited in India by the necessity 
of experienced surgeons, the special instruments and x-ray equipment 
essential. The last issue of the Indian Journal of Surgery contains a 
Calcutta report of such fractures treated at once with grafts of whole 
fibula inserted as the flanged pin.* More recently intramedullary pins have 
been introduced (or reintroduced) for fracture of the femoral shaft. 

One form of limp common after the Napoleonic wars in Europe, but 
seldom seen there today, is that of the man with the ‘peg leg’. I would 
make a plea for the wider use of the amputation designed for this and 
for another old form of amputation which has its place in India today, 
namely Symes amputation at the ankle. Modern amputations are decided 
by the maker of artificial limbs and for patients who can afford them, this 
must be the over-riding consideration. Here however, are two amputations 
for poor men. The short below knee amputation and the Symes ampu- 
tation both give a weight bearing stump covered with skin designed by 
nature for this purpose and a peg leg or a stump boot can be made in 
any village. 

Finally a plea for the wider understanding of the value of rehabilitation 
for orthopaedic patients. Raj Kumari Amrit Kaur appealed for a greater 
interest in physical medicine at the recent Madras conference of T.N.A.L., 
calling for recruits as soon as a school can be opened. The last war gave 
a great impetus to this work. Briefly, treatment is designed to restore 
physiologically what has already been dealt with anatomically. There is 
smal] comfort in proving radiographically perfect union in a fractured 
femur if the patient has a permanent limp from a stiff knee. Likewise 
the most important point in the treatment of an internal derangement of 
the knee is the maintenance or restoration of full power in the quadriceps 
muscles. I find more difficulty in persuading patients to perform active 
exercises after operation than to secure co-operation in immobilization. 
It is eminently team work and a field for enthusiasts who can convince 
patients of the worthwhileness of personal effort. 

Three main types of treatment are involved, active exercises, passive 
exercises and massage, with various electrical treatments as adjuvants. Of 
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these, active exercises under supervision are the best. It is perhaps out 
of place to stress in South India, that joints and muscles that work poorly 
in the cold, do better in a heat cradle or paraffin bath, but certainly true 
that weak muscles that cannot work against gravity, will work with the 
support of water in the bath, or better still, the sea! If the exercise can 
be linked with mental stimulation in the form of recreation or a hobby, 
it becomes ideal. I was disappointed during the war that when the first 
Rehabilitation Centre for British Troops with its workrooms for woodwork, 
needlework, leathercraft and weaving, was copied for an Indian hospital, 
it largely failed because patients were unwilling to engage in an occupation 
which had a caste connotation. Only one handicraft had vogue and that 
was knitting, the completed garment becoming the soldier’s own property. 
Knitting is excellent occupational therapy for arms and hands but work 
involving a treadle is required for leg work. Passive exercise is useful 
to prevent contractures or joint stiffness in nerve palsies; massage, an 
Indian cult, in promoting circulation and reducing oedema can mitigate 
stiffness and certainly induce a sense of well-being. Above all, the patient’s 
co-operation must be secured and this is the acid test of the patient’s 
faith in his doctor and the doctor’s control of his patient. 

And so treatment and to a lesser extent disease, may change its pattern 
with passing years but purpose and material remain the same. The ‘correct 
child’ is still the healthy one. 


References 
1 Lancet Vol. CCLXIII No. 6724 July 12th, °52, p. 81. 
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WHAT SYNDROME? 
T. O. R. Yates, M.B., B.S., Mission Hospital, C.S.I., Ikkadu, Madras 


Durinc the past 5 years there has been admitted to this hospital a series 
of patients that presents diagnostic difficulties and therapeutic problems. 
The total number of these cases is about two dozen, and it is proposed 
to discuss, briefly, the general findings as seen in most of them, and then 
to give a little more fully the histories of three of them. 

As a general statement these patients can be said to present very 
closely the clinical picture of intestinal obstruction with some variations, 
and without exception every one of them gives a history of having taken 
some ‘native medicine’ or ‘Kashayam’ at home before admission to hospital. 
This medicine is usually taken as treatment for some mild malady only, 
such as abdominal pain from indigestion, or for dysmenorrhoea. Only 
afterwards does the acute syndrome appear. The usual clinical findings 
on admission to hospital are as follows: 

The patient complains of acute abdominal pain distributed, generally, 
over the whole abdomen. There is absolute constipation and distension. 
The pulse is rapid, and so weak as to be almost imperceptible. Vomiting 
may or may not be present. There is usually a rise in temperature which 
may be moderate or high, whilst at other times the temperature may be 
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subnormal. This general picture varies in its degree of acuteness in 
whole or in part, the more acute cases are grossly distended and very 
collapsed, the less acute cases, on the other hand, show only moderate 
distension with, perhaps, visible peristalsis and less degree of collapse or 
loss of consciousness. In any case, the end result is the same. The condition 
progressively deteriorates, and death takes place either soon after ad- 
mission or some days later, all therapeutic interference being ineffectual. 
A history of medicine given at home before the onset of the acute illness 
is invariably obtained, either at once and spontaneously, or confessed later 
after cross examination. This history is important, because, after all possi- 
bility of external obstructed hernia had been carefully excluded, these 
cases were treated conservatively along the lines of paralytic ileus. As. 
categorically stated previously, this treatment was always unsuccessful, and 
because laparotomy was never done and requests for post-mortem were 
always refused, these cases were, for some time, more or less an unknown 
adversary. Finally, however, quite recently opportunity was forthcoming 
for carrying out post-mortem examination in two cases and doing laparo- 
tomy in a third. These three case histories are presented in brief. 


CASE | 


Pattu a Tamil girl aged 24 years, was admitted on 17-5—1952. She 
had absolute constipation with moderate abdominal distension. There was. 
no vomiting, temperature on admission was 99°F. She admitted having 
taken some ‘Kashayam’ at home. This case was complicated by a persistent 
oliguria which eventually degenerated into complete anuria before death. 

The small quantity of urine that was passed showed one plus of albumen 
consistently. Her temperature became normal after the third day and 
remained so. She was persistently distended and the early enemas gave 
poor results but on the 24th, 8 days after admission, she suddenly had 
her bowels open four times. She died on the 26th, 10 days after admission. 

Post-mortem findings: The small bowel, several feet below the duo- 

denum, showed degenerative changes for 
about 1 foot of its length. 


The Kidneys, were enlarged and haemo.rhagic. 
Other organs normal. 


Microscopic report: Degenerative changes are prominent in the tubu- 
lar epithelium. The lumen are filled with albumen casts. Evidence of 
proliferation of the glomerula tufts. The intestine shows denudation of 


the mucous membrane due to autolysis. (King Institute of Pathology, 
Guindy). 


CASE 2 


Santhammal, a Tamil girl about 25 years old was admitted on 
2-6-1952. She had been transferred to us following 3 days treatment 
in our sister hospital 30 miles away. She was complaining of abdominal 
pain, with moderate distension and absolute constipation, The pulse was. 
almost imperceptible. Temperature on admission was 101°F. She gave 
a history of two months amenorrhoea for which she had taken some local 


medicinal preparation at home. Treatment was conservative without success: 
and she died on 5-6-1952. 
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Post-mortem: ‘There was a large mesenteric thrombosis about three 
inches in diameter, with several feet of gangrenous small bowel (ileum): 
See photographic illustration. Other viscera normal. No evidence of 
pregnancy. The blood for Kahn (taken before death) was positive. 


ILLUSTRATION TO CasE 2 


At the top of the specimen can be seen gangrenous bowel. 

In the very centre of the mesentery, there is a large throm- 

bosis about 24 to 3” in diameter, appearing in the photo like a 
small orange. 


CASE 3 


Palayam, a Tamil male 40 years old, was admitted on the same day 
as case 2 (2+6~’52). He also had been referred to us from our sister 
hospital. He had absolute constipation, with severe, generalized abdominal 
pain, moderate distension and visible peristalsis. There was no vomiting 
but he had a mild epistaxis that was unexplained. His temperature was 
100°F with rapid pulse, and he complained of passing a diminished amount 
of urine. He gave a history of having taken some locally prepared medicine 
at home. His urine on examination showed no abnormality, the first 
enema gave a poor result and repeated enemas no result at all. His general 
condition remained the same for two days, and then after the exhibition 
of prostigmine he suddenly passed a good motion. Following this there 
was some improvement in his general condition for a short period, but no 
further bowel action was obtained and by 9—6—’52 the distension had 
returned with visible peristalsis and severe pain. His temperature fluctuated 
between normal and 102.4°F. So severe was his abdominal pain now that 
he requested operation to relieve him. Operation had been considered 
before as there were certain features about the case that suggested a partial 
obstruction of the large bowel. Now, with the return of severe symptoms, 
laparotomy was decided upon, and performed. The findings at operation 
were as follows: 

The small intestine was grossly distended in every inch of its length 
from the duodeno-jejunal junction to the ileo-caecal valve. In colour it was 
dark red and the peritoneal layer was splitting in many places. Throughout 
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the mesentery there were multiple thromboses. No cause of mechanical 
obstruction was found. The abdomen was closed. The patient died 24 
hours later. The blood Kahn test taken previously was negative. 

These cases are presented with the hope that two questions may be 
answered. - 


1. What is the cause of this syndrome? and 
2. What is the treatment, apart from symptomatic therapeutics? 


: The constant factor in the history of all these cases is that of taking 
some locally prepared medicine at home in the village, followed by the 
onset of the acute illness described. This illness is alike in the general 
picture from case to case, showing variations only in the degree of acuteness 
and in one or two symptoms or signs. From the three cases seen in 
retrospect it also appears that the main pathology is mesenteric thrombosis 
(either single or multiple) with intestinal paralysis, other viscera being 
attacked sometimes, for example, the kidneys. Is it faulty deduction to 
conclude that the aetiology is from some toxic ingredient in the local 
preparation taken by the patient at home? Whilst if this reasoning is 
correct, what then, is the ingredient? The answer to this would then 
provide the answer to question two, what is the antidote? 

The answer to these questions is of more than academic clinical im- 
portance, because such cases are “detrimental to the reputation of a hospital, 
the reason for this being that the patient’s people lay the blame for the 
patient’s death to the treatment given by the hospital, and overlook the 
responsibility of the persons who administered the medicine to the patient 
at home. What, then, is this syndrome? 

My thanks are due to my Assistant, Dr S. Mathew, L.S.M.F., L.G.O. 
for help in managing the cases, and to my House-Surgeon Dr M. Koshy, 
M.B., B.S. for the post-mortem examinations. Also I must thank Nagari 
Mission Hospital for referring cases to us, and finally Miss H. S. Thomas 
for typing the MSS for me. 


HYDATID DISEASE OF THE LIVER 
Brief review and report of a case with three Cysts in the liver 
By S. T. Sunpara Raj and Matsy MatHEn 


Medical Students on Firm I Surgery (Dr J. S. Carman’s Unit), 
Christian Medical College Hospital, Vellore, S. India 


Historical’®: Hydatid disease was the first of pathological conditions 
caused by animal parasites, in which serological tests proved to be of great 
value in diagnosis (Haddad, 1940). 

Introduction’*: Hydatid disease occurs wherever man lives in close 
association with dogs or sheep. 


Incidence‘ '*: +The sexes are equally affected. Usually it is symptom- 
less till the patient reaches 30 years of age. 


Occurrence* °°*1*; Of all hydatid cysts, 70 per cent occur in the 


liver, 12-15 per cent in the lungs. Common locations besides the liver are 
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other organs which are specially rich in blood supply such as kidney, brain 
and spleen. Among the less common sites, Liakovitzky records a primary 
hydatid cyst of prostate gland, Karageorgis reports a cyst of shoulder joint 
capsule, Taiana and Starace have treated a cyst of the breast and Lockhart 
Mummery has seen a cyst of the rectum. 


Etiology and pathology: Mode of infection’ *: The infective organism 
is the Echinococcus which is the larva of the tape worm Taenia Echino- 
coccus of the dog. The adult worm is 5 mm. long and has four segments. 
The head bears four suckers and the tail carries hundreds of ova. The 
eggs of this tape worm go out with the faeces of the dog thus contamin- 
ating the ground or grass. Sheep pick up the eggs while eating the grass. 
Man may be infected by flies carrying the eggs from the dog’s faeces to his 
food, from his hands which have fondled the faeces’ contaminated coat of 
his dog. After it is swallowed, its covering is digested and the embryo 
burrows through the intestinal wall, muscles, etc. Although the parasite 
may develop in any one of the many organs, in 70 per cent of cases it is 
found in the liver. It enters this structure through the radicals of the 
portal vein. Arriving in the liver the embryo is gradually converted into 
a cyst, which presents an external laminated capsule and an internal 
parenchymatous layer which is called the endocyst. This little vesicle con- 
tains clear fluid. When the primary cyst has attained a certain size, buds 
develop from the parenchymatous layer and these are converted into daughter 
cysts. The daughter cysts undergo the same evolution and grand daughter 
cysts are formed. The liver surrounding the cysts show results of irritation 
by developing a fibrous investment which is the outer cyst wall. As the 
size of the cyst gradually increases the liver tissue becomes thin and 
adhesions to the neighbouring viscera is not uncommon from peritoneal 
irritation. The cyst fluid is clear and opalescent while the parasite is alive 
(Sp. gravity 1.005—1.009). It does not contain albumin, rarely traces of 
sugar and when not too old, typical daughter cvsts, scolices and character- 
istic hooklets can be found. The host becomes allergic to the parasite 
for apparently some of the elements of the cyst must be absorbed in micro- 
scopic quantities. In the course of time, liver encapsulation may become 
so perfect that the living contents of the cysts die a natural death and the 
cyst’s fluid becomes converted into a mass of granular material which may 
later become calcified. In the case of many individuals the parasite remains 
alive, though inactive until the death of the host. The dog then can 
become infected bf eating the cysts along with other meat from the cyst 
infested host. 


Clinical features**’: Small cysts are symptomless. When the patient 
reaches 30 years of age or so however, there is often dull pain in the 
right side of shoulder with a slight jaundice in 80 per cent of the cases. 
Most cysts are in the right lobe of the liver. The commonest situation of 
a cyst in the liver is on the supero-lateral margin of the right lobe. There 
may be urticaria or other allergic phenomena, including eosinophillia and 
dyspepsia. 70 per cent of cysts present on the lower surface of the liver 
are palpable, the rest enlarge upwards with an elevation of the diaphragm 


which is radiologically demonstrable. Sometimes there may be pleural . 


effusion. A cyst may throw a dense shadow. 
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Size and symptoms’ ‘: are those of pressure and depend upon the 
situation of the cyst, its size, nearness to the surface and of disturbance 
of neighbouring viscera. The hydatid cyst of the liver usually forms a 
tumour of considerable size which often projects in the epigastric region 
and has rather a tense feeling and if not firmly held by adhesions presents 
an obscure sense of fluctuation. When quite superficial, hydatid fremitus 
can be elicited upon palpation. 


Treatment® ‘: The essential feature in treatment is either to remove 
the organ such as a spleen with the cyst intact or in the case of non- 
removable organs to remove the inner wall of the cyst and all its contents 
but not to attempt to remove the outer wall which has been formed by 
the body within the organ. The removal of this outer wall leads to severe 
haemorrhage because it is inevitably connected to the gland or other 
structures, i.¢., brain, etc. This wall is formed by the connective tissue 
of that part as a protection against the parasite. 


Chief complications’ ?*: Chief complications of hydatid cyst is rupture 
into the peritoneum with dissemination of daughter cysts and sometimes 
with haemorrhage into pleural cavity, lung or bronchus with formation of 
broncho-biliary fistula or into stomach, intestines, renal pelvis and biliary 
passages. Suppuration is not infrequent with fever and leucocytosis. 

Other complications specially during operation are profuse haemorrhage 
which may occur from large veins should it be necessary to cut through 
liver tissue. Spontaneous rupture of the cyst into the vena cava or its 
tributaries accounts for sudden death from parasitic emboli. The reverse 
procedure of terrific haemorrhage from an erosion of the inferior vena cava 
is also recorded. Cysts may develop to a huge size and dislodge from the 
liver and later be recovered as free cysts in the peritoneal cavity (Grey 1937). 


Case report: Name: Mrs K. Age: 38 years. S. Indian. 

Presented herself in the W.S.O.P.D. on 17-11-’51 with the follow- 
ing complaints: 

(1) Can feel a mass in the abdomen (4-5) years. 

(2) Discomfort after meals (Dyspnea) for 2 years. 

(3) Excessive pain in right hypochondrium for the last 1 month. 

(4) Fever since 5 days. 


Past history: Seven years ago patient became pregnant and she had 
an abortion between the fifth and the sixth month. After this there was 
excessive bleeding for which she was treated and became better. Since then 
she has felt a discomfort in the abdomen which she thinks was due to the 
mass. There has been no disturbance in the G.I. tract or urinary tract. 
Her menstrual history was normal. 


Family history: Married. Husband alive and well. Four children 
alive and well. 
SUMMARY OF PHYSICAL EXAMINATION ; 
General condition: Patient looks anaemic, and very slightly jaundiced. 
Temperature: 98.4°F. 
Pulse: 58/mt. 
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Respiration: 26/mt. 
B.P.: 100/70 mmHg. 


There were no positive findings as far as the head, face, chest and 
the extremities are concerned. 


Abdomen: A mass could be felt in the right hypochondrium extend- 
ing a few inches beyond the median line to the left. The mass is 10” x 6”. 
Mass is not movable. It is firm and is continuous with liver dullness. 
The borders cannot be distinctly palpated except the lower border. Not 
nodular. The skin over the mass is not warm. 


The following investigations were made: 
Blood Hb. 10.5 G. 


W.B.C.—10,800/c.m.” 
P—8o. 

E—10. 

L—1o0. 

Blood for Kahn—negative. 


Urine Reaction—alkaline. 
Albumin—nil. 
Sugar—nil. 
Microscopic—pus cells plus. R.B.C.’s plus 2~3 per field. 
Casoni’s test—positive. 


X-ray: G.I. series: Chest and oesophagus are normal, 


Stomach and duodenum: The stomach is displaced to the left. The 
duodenum is displaced downwards and to the left by a large mass which 
appears to be in the liver. 
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At three hours the transverse colon seemed to be partially filled and 
to be low in position. At 24 hours the hepatic flexure is shown to be 
depressed by the mass. 


Impression: No organic defect in the G.I. tract. 
Tumour of Liver. 
(Radiologist—I.B.S.) Refer Fig. I. 

Operated by Dr J. S. Carman. 

Assisted by Dr H. S. Bhat and Author (M.M.) 
Anesthetist: Dr Lewis. 

Date: 30th November 1951. 


Incision: A C-shaped gall bladder incision from edge of right costal 
margin over a point to the left of the mid line just above the umbilicus. 
The rectus muscle was cut. 


Findings: A large thick wall cyst arising from the right lobe of the 
liver was seen. In succession two more cysts were found but only after 
cutting the previous one. Thus three separate cysts were found—all in the 
right lobe. The third was under the diaphragm in the upper part of the 
lobe. Cysts were opened one at a time and evacuated thoroughly by 
suction and curettage with blunt spoons. Two pints of fluid containing 
scolices were removed. The cysts were finally scraped with gauze and 
irrigated with formalin solution. The contents of the three cysts varied. 
In the first and the second the fluid was yellow and the contents seemed 
somewhat degenerated. But in the third the largest cyst, the fluid was 
almost clear and greyish in colour and the contents seemed to be quite alive. 


Procedure: Each cyst was closed by continuous suture. Then the 
abdomen was closed in layers as usual. Cotton sutures were used throughout. 
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After Care: sand bag was used to prevent distension and haemorrhage 
following release of tension. One cyst filled up again with serum. Tapped 
three times. 

Penicillin injections were given for four days. 100,000 units. 

Patient was discharged in a good condition on 17-12-51. 


P.O. X-ray: (D.E.P.) Refer Fig. Il. 


Acknowledgement: We are very grateful to Dr 7 S. Carman, Head 
of the Surgical Department, for his valuable help, guidance and permission 
to report this case. We are also thankful to Dr H. S. Bhat for all his 
help. Our thanks are also due to Dr Ida B. Scudder and Dr D. E. 
Paterson for making available the X-rays. 
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REPORT OF A HEALTH SURVEY IN SOME HOSTELS 
IN NORTH INDIA 


Marcaret C. Ginn, M.D., Parker Higher Secondary School, Moradabad, U.P. 
and Miiprep L. Attuouse, B.A., Laboratory Technicians School, 
Clara Swain Hospital, Bareilly, U.P. 


Several years ago Dr Kipp was Public Health Doctor for Lucknow, 
Delhi and North India Conferences of the Methodist Church in Southern 
Asia (i.e. in U.P.). She visited the various mission schools and hostels, 
doing physical examinations and had with her a full time laboratory 
technician. Following her death there was no public health work done 
in the schools for a couple of years. 

Some of us felt the need of some health check-ups in the hostels and 
so in the school year, 1947-48, we made a start by examining one hostel, 
namely the Nathaniel Jorden Hostel of the Parker Higher Secondary School, 
Moradabad. Dr Ginn doing the physicals and Miss Althouse doing the 
stool examinations. Among the boys there was found a 15 per cent positive 
pathogenic infection. Other hostels heard of our work and wanted their 
children examined as well. Due to the lack of a doctor who could travel, 
physical examinations for two years were limited to Moradabad. However, 
due to the efforts and enterprise of Miss Althouse and the enthusiasm of 
her students, five hostels had hemoglobin and stool examinations done in 
1948-49, six hostels in 1949-50, three in 1950~51 and ten in 1951-52. 
This has entailed a good deal of travel into the hills. Twice the students 
and Miss Althouse have been to Almora; in the spring of 1950 Mrs Ginn 
and Miss Dieckhoff (also in the laboratory at Clara Swain Hospital) 
went to Pithoragarh, which was at that time a two-day trek beyond the 
‘ast bus stop. Pauri, our third hill station, was examined this year. 
During the last four years the laboratory work for the Moradabad hostels was 
done by the lahoratory at the Thomas Emery Hospital (Salvation Army) and 
we are grateful to them for their help. With the exception of one, all of 
the hostels in North India Conference, have been examined at least once 
in this five-year period. 

In the one hostel that has had annual physical examinations and 
laboratory work done since the school year 1947-48 with follow-up treat- 
ments carried out, the incidence of pathogenic infection in the stools has 
dropped from 15 per cent to 10 per cent. In the other schools the rate 
of infection ran from 15 per cent to as high as 84 per cent. In the hostels 
where we were able to do physicals along with the laboratory work, we were 
struck by the fact that children who were otherwise apparently healthy, 
showing no marked evidence of malnutrition or anaemia, and complaining 
of little or no abdominal trouble, were the ones found harbouring harmful 
parasites. In the four hostels that had pathogenic infections as high as 
46 per cent to 84 per cent there were double infections in 5 per cent to 
32 per cent and in all four hostels the cooks were found to be carriers. 

Hemoglobins in all hostels were done by the Tallqvist method with a 
standard of 15.6 grams equalling 100 per cent. One interesting fact was 
noted about the relation of hemoglobin percentage to the rate of parasitic 
infection. Much to our surprise, in a hill hostel, where infections were 
the highest, only 26 per cent of the children had hemoglobins between 
50 per cent and 70 per cent, and no hemoglobins were found below 
50 per cent. Whereas in a plains hostel where only 22 per cent of the 
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children had pathogenic infections, 65 per cent had hemoglobins between 
50 per cent and 70 per cent; 22 per cent were between 40 per cent and 
50 per cent and 2 per cent were below 40 per cent. In fact on the whole, 
the children on the plains had lower hemoglobins. It was very noticeable 
in all schools that the children whom the teachers said were ‘dull’ were 
the ones with the low hemoglobins, It is interesting to note that in two 
of the plains hostels where multipurpose food has been given quite regularly, 
the children’s hemoglobins have increased considerably. 

All this goes to show how important it is to have laboratory work accom- 
pany physical examinations and in fact, how helpful such laboratory work 
can prove even when physicals cannot be done. Although when physical 
examinations can be done along with the laboratory work, it makes it much 
more interesting and valuable for the laboratory technician students. Another 
important point is that cooks should be examined along with the children 
for frequently they are found to be the carriers of these harmful parasites, 
and if they are cleared up the rate of infection in the children is lowered. 

During the school year 1951-52, five hostels were given physical 
examinations; two being done by Dr C. V. Perrill and the rest by Dr 
Ginn. It is interesting to note that only one serious heart condition was 
found. Serious chest and abdominal troubles were not found. The 
absence of enlarged spleens was striking. Paludrine is now being used 
prophylactically, during the rainy season, in most of our hostels. Cases of 
tubercular glands were occasionally seen and this last year there was one 
case of T.B. epididymitis which required surgery. Also during this past 
year one case of leprosy was detected ir. a plains hostel in a boy who 
up to this time had been considered healthy. 

In the last two years our physical examinations have included vision 
tests with the aid of reading charts as WEll as examining for eye infections. 
Many children were found with trachoma and treatment started. All who 
apparently needed glasses were tested by an eye specialist from the Gandhi 
Eye Hospital, Aligarh, and efforts were made to get glasses for all those 
who needed them. One girl was provided with a glass eye. 

We have also been very fortunate this last year in having Dr R. F. 
Petersen, a missionary dentist, at the Clara Swain Hospital, who has 
examined and treated teeth of the children in three hostels. The incidence 
of dental decay was found to be from 24 per cent to 50 per cent. Dr 
Petersen was impressed with the low incidence of dental decay, in spite of 
the fact that the diet in our hostels is still below the standard we would 
like to have. To quote from his report: “The only answer that I can see 
to this very low incident of dental decay is the lack or very small con- 
sumption of refined carbohydrates. One of the interesting observations 
made was the large amount of deposits of tartar on most of these youngsters’ 
teeth, some of it very heavy. The greatest need of dental work was 
complete scaling and prophylaxis. A good percentage of the youngsters 
had hypotrophic gingivitis because of the calculi around the teeth, This 
heavy deposit of tartar in the older group was causing slight pocket 
formations and other periodontal disturbances.’ 

This is only the beginning of a work which we hope to continue and 
improve on. So far our facts are rather meagre, but we are convinced 
that this sort of service to our Christian hostels is very valuable and should 
result in better health for the children. Right now we are very restricted 
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as regards personnel. What we hope to have in the near future is a 
Public Health team-doctor, nurse, laboratory technician and oral hygienist, 
who could go around to the hostels, doing examinations, checking on latrines 
and disposal of refuse, diet, cooking, etc. along with prescribing and super- 
vising treatments, with the possibility of check ups in six months or so, 
on those children who had treatment. And above all teaching health habits 
to the children. If only all this could be done in at least the hostels in 
our larger centres, we could look forward to a healthier, happier Christian 
community in the years to come. 
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Hookworm Hill School No. | 


Dwarf tapeworm Hill School No. 2 
Endamoeba histolytica 
Giardia lamblia 2 Plains School No. | 


Pinworm 
Beef tapeworm Plains School No. 2 
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EDITORIAL COMMENTS 


HOSPITAL ‘ANCILLARY WORKERS’ 


Since coming from Central China I have been impressed by the amount 
of thought being given to the future of Christian medical work in India. 
As the modern state is able more and more to take responsibility for the 
medical care of the people, one of the aims of Christian workers should 
indeed be (as was stated in the July Editorial) to push on to cross new 
frontiers and to see new horizons. __ 

Christian hospitals have ever been to the fore not only in establishing 
new medical methods, but also they have been pioneers in the field of 
training doctors and nurses. In India doctors have perhaps received more 
attention than nurses and certainly Medical and Nursing students have 
received more attention than the so-called Technical students—those who 
are being trained to run hospital ancillary services. 

In 1920 George Hadden, a Methodist missiona~y read a paper on 
‘The training of hospital assistants’ at a China Christian Medical Asso- 
ciation Conference in Peking. After nine years of effort by Hadden and 
others, an Institute of Hospital Technology was founded and buildings 
were erected at the Union Hospital, Hankow. In spite of revolution in 
1927 and flood in 1931, by 1935 students were being trained at this 
Institute who came from 78 mission hospitals and from all the provinces 
of China except Sinkiang and Tibet. Faced by Japanese aggression in 1938 
the Institute evacuated to Chungking, but after 8 years of war-time hard- 
ships and restrictions, the students and staff returned in 1946 to Hankow, 
and by 1949 the Institute was accommodating 40 mission hospital sponsored 
students, had a full time staff of 27, and it enjoyed the part time services 
of several doctors from the Union Hospital. 

The Institute consisted of a Men’s and a Women’s hostel, director’s 
residence, and a share in the laboratory and in the other departments of 
the 250-bedded Union Hospital. It also ran a private laboratory of its own 
in the city. In the beginning its buildings were erected by contribution 
from 78 Christian hospitals or the supporting missionary societies who 
desired to send students to the Institute. After the war a second hostel 
and a mechanical department were made possible because of the funds and 
personnel donated by the Society of Friends, and by international relief 
agencies. 

Owing to the great demand for technical training, students taken were 
only those who were fully supported by mission hospitals and who guaranteed 
to go back and work in these hospitals for a period of years. Technical 
students learn their job mainly by actual work in an efficient department 
but of course an increasing number of lectures on the theory and basis of 
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their work are needed and indeed these were required by the Government 
of China before our courses could be recognized. 

The aim of the Institute was ‘To study the problems of hospitals in 
China and to train such technical and administrative workers as may be 
found to be in demand’. The needs of the small Christian hospitals for 
staff, trained in one year courses in. perhaps X-ray as well as laboratory 
work, were ever before the Board of Governors and there had to be a 
balance between these needs and the needs of those students who were 
to be trained for leadership in larger hospital departments. 

In 1949 the Institute ran one and two year courses in laboratory 
assistants work. The two year course included bacteriology, bio-chemistry, 
haemotology and parasitology. It ran one year courses in pharmacy, radio-- 
graphy, physiotherapy and ‘medical mechanics’. It contemplated running 
a course for hospital clerks and administrators. 

The medical mechanics course was run in conjunction with a hospital 
engineering service whose director, Mr A. T. Wallbank made two and 
three months tours of the hospitals in the neighbouring province of Hunan. 
He installed or repaired numerous X-ray machines not only for these 
mission hospitals but also for several Hankow government hospitals. All 
sections of the Institute of Hospital Technology gave postal advice to 
numerous hospitals on their day-to-day technical problems. The I.H.T. 
Christian Youth Fellowship was one of the strongest Christian Youth 
groups in Hankow. Not only did they hold regular services under the 
communist regime, they also did evening social work for the benefit 
of the poor. | 

In India C.M.A. Committees have organized ten recognized centres 
for the training of laboratory ‘Technicians’ and they have standardized the 
issuing of diplomas for one year training courses. A small committee has 
been started to organize the training of radiographers. No committee as 
yet exists for the training of physiotherapists or medical mechanics. A 
course for hospital administrators is being considered at Bareilly, U.P. 
Provided that adequate teaching staff and clinical material are available 
at each of the centres, this C.M.A. plan would appear to meet some of the 
needs of the Christian hospitals perhaps better than could centralized 
Institutes, 

There does appear to be a need, however, for one or more centres in 
India in which the needs of medical ancillary students of all types are 
given priority consideration and where owing to availability of well quali- 
fied staff they can be given more advanced theoretical as well as practical 
training. There is need for centres in which ancillary workers may develop 
not only technical skill, but in which they may also acquire a sense of 
pride in their status and work as laboratory assistants, pharmacists, radio- 
graphers, physiotherapists, etc. In future two or three-year courses will 
be required for the training of these types of workers. 

India is short of doctors and there has been talk of reducing the length 
of standards of medical courses, but are the existing doctors being used to 
the maximum of their ability? Are not many doctors spending a lot of 
their time carrying out small routine laboratory or pharmaceutical tasks? 
Is the efficiency of much of our medical work reduced by inaccurate diag- 
nosis due to lack of facilities for laboratory or X-ray tests, and to poorly 
qualified or underpaid ancillary workers? : 
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India not only needs many nurses and doctors but she also needs more 
and better qualified hospital ancillary workers, Instead of planning shift 
systems, etc., for medical students, existing facilities could be utilized to 
train more ancillary workers, and by this means small medical units such 
as Health Centres could increase their efficiency and work. This could be 
done in half the time that it takes to train doctors or nurses. 

In my own speciality of Radiology it is disheartening to see that so 
many qualified radiologists spend most of their time doing routine radio- 
graphic work, and that there are very few fully qualified radiographers in 
India and that no Indian Society of Radiographers exists. Many hospitals 
are tempted to buy expensive X-ray equipment and then they find that they 
have no one to maintain the apparatus or to take and develop the films. 
Much time and money is lost because of lack of radiographers. With the 
arrival of Dr (Miss) Margaret Tucker (Formerly Professor of Radiology 
in a Chinese University) in Ludhiana, we hope that C.M.A. radiographer 
training will go ahead both in North and in South India. 

Even more do we find in India a lack of engineers who know how to 
repair and adapt X-ray and other electro medical apparatus to conditions 
existing in country hospitals. Every C.M.A. hospital must have at least 
some pieces of expensive equipment lying idle because of the difficulty of 
getting such equipment repaired or serviced. If funds can be raised within 
the next six months for workshop equipment and for the salaries of foreign 
personnel, at least one fully qualified ex-China hospital engineer may be 
available to come and serve the hospitals of India. By the middle of next 
year this engineer will be more permanently occupied elsewhere. 

The Government of India is taking steps to raise the standards of 
training for pharmacists. We must ensure that Christian training centres 
do not lag behind these standards. Because of the claims of medical and 
nursing students it has been stated that a hospital ancillary services centre 
should not be set up in association with a medical school; but medical and 
nursing training centres usually have good teaching staff available and 
if they too realize the great need for the adequate training of the whole 
medical team of workers I am sure that in medical centres head technicians 
and instructors could be given more advanced coursés so that they in turn 
might start courses in smaller training centres. I feel sure that it is 
necessary to have our ancillary workers trained in this practical work in as 
many hospitals as have adequate training facilities and staff, but we must 
guard against the danger of using students as cheap labour in our depart- 
ments, and we must ensure that they get regular lectures and hours of work. 

The Government of India and other bodies may be prepared to assist 
such training by provision of some teaching personnel and some apparatus, 
but Christian centres will it seems, have to raise funds for hostel buildings, 
etc. Here in Vellore 25 ancillary worker students are being taken per year, 
but they sorely lack adequate hostel accommodation and ‘esprit de corps’. 

Because hospital ancillary workers do not all have direct contact with 
patients, it is the more important that these workers do have a standard 
and a status of their own, of which they are proud. What better standard 
and status could they have than that of the service of our Lord Jesus 
Christ? A teaching centre can give in addition to technical training. 
opportunities of corporate worship and training in Christian Leadership. 
Are we taking adequate steps to see that this is being done? 

—D. E. Paterson 
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MEDITATION * 


Marjory Rosson, U.C.C. Mission, Neemuch, M.B. 


When we boarded the ‘Batory’ at Southampton a few weeks ago, | 
received a letter that informed me I must take charge of this service this 
morning. I was somewhat flabbergasted and dismayed by the order. My 
books and other material that might be helpful were in the ship’s hold. 
Even with their help I knew I could never prepare a sermon let alone 
preach one. Then the thought came that I might share with you some of 
the thoughts evoked by my favourite Psalm: Psalm 139. 

I have read that Psalm to you this morning and I know that it is 
a favourite with many of you. It has meant and means a great deal to 
me and I know it does to you. It has been a great source of comfort to 
us and to the many generations of Christian folk who have preceded us. 

To simplify our thinking together I will list the thoughts alliteratively 
—the Presence, Patience, Power and Purpose of God. 

The essential theme of the Psalm is the all pervading presence of God. 
No matter where we go, God is there. He is present everywhere. “Thou 
compassest my path and my’ lying down and art acquainted with all my 
ways.’ ‘If I ascend up into heaven, Thou art there, If I make my bed in 
hell, behold Thou art there.’ ‘If I take the wings of the morning and 
dwell in the uttermost parts of the sea, even there shall Thy hand lead me 
and Thy right hand shall hold me’ Even if we would we cannot escape 
from God’s presence. He is everywhere. 

He is present at all times. ‘If I say surely the darkness shall cover 
me, even the night shall be light about me. Yea, the darkness hideth aot 
from Thee, but the night shineth as the day, the darkness and the light 
are both alike to Thee.’ In the morning, at noon and at night, God’s 
presence is ever with us. 

During our recent trip to India there were times when God’s presence 
in the world about us was very real. As we sailed across the amazingly 
blue Mediterranean, the sun studding the rippling waters with diamonds, 
fluffy clouds racing overhead, we were very conscious of God’s presence. 
It was so at night also when we sailed into the glorious wake of the moon. 
God was indeed with us. 

When we crossed the Bay of Biscay a few days earlier, God’s presence 
did not seem so evident. That notorious bay seemed to be at its worst 
and for several miserable hours we wondered whether God had lost control 
of His universe. 

I do not need to remind you that life is like that journey. Sometimes 
life’s skies are sunny and we go along serene in the knowledge that God 
is with us. At other times clouds of sorrow and sin and _ perplexing 
problems darken our way and we feel terrifyingly ‘alone. But you know 
as well as I do that we do not walk alone. God is still there behind the 
shadows. That truth was brought out very forcibly on our recent journey. 
One night as we leaned over the deck railing, lost in admiration as we 
sailed into the moonlight, a large cloud passed overhead. For a time we 
could not see the moon and its silvery path on the sea was almost obliterate. 
Almost obliterated but not completely. Way off beyond the black shadow 


* Devotional address delivered at U.C.C. Mission Council Meeting. 
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of the cloud was a tiny patch of bright moonlight. Behind the dark cloud | 


the moon was still shining as brightly as ever. 

We who read the Psalms now do so in the light of the New Testa- 
ment. The Psalmist was fully aware of the presence of God with us. He 
did not know the protraction of that truth that has come to us through 
Jesus’ and Paul’s teachings—that God is present within us. We remember 
Jesus’ prayer in the 17th chapter of John—‘That they all may be one, 
as Thou, Father, art in me and I in Thee, that they also may be one in 
us, that the world may believe that Thou hast sent me. And the glory 
which Thou gavest me I have given them, that they may be one, even 
as we are one: I in them and Thou in me, that they may be made perfect 
in one’. Then in 1 Cor. 3 Paul asks, ‘Know ye not that ye are temple 
of God and that the Spirit of God dwelleth in you?’ The presence of 
God within and without us is one of the glorious realities of our Christian 
Faith. 

It seems to me that Ps. 139 points up the patience of God very 
clearly. Some of the very verses that teach His presence so strongly also 
show His endless patience with us. “Thou compassest my path’ ‘If I take 
the wing’. As persons possessing minds and wills of our own we do not 
always take the path that God would have us take. Sometimes we decide 
to try our own wings and we turn a deaf ear to the still small voice of 
God. He does not forsake us however but waits patiently for us to give 
our hearts and minds and wills to Him once again. Even though our 
wanderings take us to the uttermost parts‘ of the sea, if they take us as far 
away from God’s will as possible, still He gots with, us. He watches over 
us and waits for us with infinite patience. Even though our waywardness. 
leads us to the depths of despair, even though we make our bed in hell, 
He is with us, loving us, waiting for us to call on Him, ready to lead us 
out of our difficulties. The active voice of those verbs always arrests me. 
It is ‘if I take my wings’ not if I am carried away by them, it is ‘if I 
make my bed in hell’ not if my bed is made there for me. Yet even 
when we deliberately turn aside from God’s will for us, He goes with us, 
calling us back to His way with unwearying patience. He wants each one 
of us; He wants our complete surrender. He lets us walk in our own ways 
while He waits patiently for us to call upon Him. No matter how 
wilful we are, how wayward, how obstinate, still He is patient with us. 
‘Behold Thou art there’, ‘and Thy right hand shall hold me.’ ‘When 1 
awake I am still with Thee.’ When we finally come to our senses, when. 
we awake, we find God still with us, His patience unexhausted. 

When we consider the presence and patience of God it is just one step 
forward to the thought of His power. If God were not powerful then 
His presence and patience would not have the deep meaning that they do 
have. It is not enough that God be always present or even patient with 
us. He must have the power to help us, to guide us, to protect us to save 
us, to transform us. God’s presence is not a passive thing. It is very 
active. As we read in the Psalm, God is not merely with us, He holds us, 
besets us behind and before, and lays His hand upon us, and, when we 
let him, He leads us and saves us. 

The saving power of God is revealed to us in Jesus Christ. For 
our sakes God became man. In Christ He came to meet us in the 
fulness of His love, to search us out and claim us for Himself, in Christ 
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He became victor over sin and death, and through Christ, the power 
of God comes into our lives. Through fellowship with Jesus we share 
in His victorious power, our lives become more abundant. We become, 
‘fruitful in every good work, increasing in the knowledge of God, 
strengthened with all might according to: His glorious power, unto all 
patience and long-suffering with joyfulness.’ As more and more of God's 
power fills us then He can take us and use us. He can then take such 
people even as we, such a person even as I, and work through us. ‘All 
power is given unto me in heaven and in earth, Go ye therefore and 
teach all nations—and lo I am with you alway even unto the end of 
the world.’ 

How does the Psalm teach us God’s purpose? The purpose of God 
is inherent in it although it is mentioned but briefly. In the last verse 
is the prayer ‘and lead me in the way everlasting’. Is that not the divine 
purpose—that each and everyone of us should walk in the way ever- 
lasting? We remember Jesus’ words to His disciples: ‘I am the way, 
the truth and the life, no man cometh unto the Father but by me.’ We 
were created to glorify God and to enjoy Him forever. Through Christ 
we receive the power to do just that. He is the way to God. He came 
that we might have life and have it more abundantly. He said “These 
things have I spoken unto you that my joy might remain in you, and 
that your joy might be full.’ ‘And your heart shall rejoice and your 
joy na man taketh from you.’ It is God’s desire for us that we should 
always be conscious of His presence, aware of His loving ‘patience and 
that we let His power come increasingly inte our lives, ‘ransforming us 
according to His purposes for us. 


BOOK REVIEW 


The Indigenous Medicinal Specialities by Dr U. B. Narayanarao is a very 
useful and handy book for those who are interested in Indigenous Medicine 
and its Materia Medica. The book consists of eight sections of which the 
Section III is a very useful one in which the names of the various items of 
Materia Medica of Indian Medicine are enumerated in alphabetical order with 
the names of these materials in most of the current languages of India. This 
ought to be very useful to every student of Indigenous Medicine. Here and 
there, there are a few mistakes with regard to Telugu, Malayalam and Tamil 
names. The Section V is very handy as it enumerates various medicinal 
specialities and their ingredients action and uses. The book is a timely produc- 
tion and will be of great use to those students who are studying Indigenous 
systems of medicine in the various schools and colleges. 


P. Kurumsran 


The Story of the Adaptation Syndrome: By Hans Serve, M.D., Ph.D. (Prague), 
D.Sc. (McGill), F.R.S. (Canada). Price $4.50. Published by ACTA, 
Inc., Montreal, Canada. Pp. 228. 


It would be difficult not to overstate the merits of this book. Its very 
informality is a delightful experience. The author does not lecture ar you, 
but converses witH you. The contents of the book are slightly edited wire 
recordings of the lectures of the author. The subject mattér is built up with a 
real pedagogical sense. It is thought provoking and challenging. The binding 
is effective, and the print is a comfort to the eyes. 
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Every medical student, as he starts his clinical years, ought to be required 
to read this extremely interesting book. Would that textbooks generall 
treated physiological concepts in so easy and understandable a style! I wish 
this work had appeared when I was a medical student. 

It is encouraging to observe that the discovery of the ‘ApapTaTion SyNDROME’ 
did not depend on intricate and complicated or expensive apparatus, but, as the 
author puts it, ‘upon an unbiassed state of mind—a fresh point of view’. 
Hans Selye has presented his story ‘as it was actually born’. 

In conclusion, I would like to quote the last paragraph of the book, in 
which the author says: ‘In concluding this lecture series, let me express the 
hope that the last drawing, that of 1952, will soon be outdated by important 
new facts which you and I may be able to bring forth, now that our ideas have 
been crystallized to this extent. For our efforts—yours, of listening to me, and 
mine, of preparing these lectures—will have been worthwhile ag if in the 
Story of the Adaptation Syndrome this does not prove to be Tue Enp.’ 


H. H. Gass 


CORRESPONDENCE 
Dear Editor, 


I observe that administration of pot. iodide in certain cases who have taken 
procain penicillin injections (Seclopen Glaxo) develop inflammation at the site 
of injection. I cite three illustrative cases. 

No. 1. Man, 28 years old. He took 10 injections of 4 lacs of Seclopen 
on the triceps muscles. Following this he took a mixture containing pot. iodide 
and sod. bic. Within a few days he developed inflammation of both arms. It 
subsided under usual treatment for inflammation. But, under gravity, the 
swelling travelled down to the forearms before it disappeared finally. 

No. 2. Woman, 45 years old. Asthmatic. She took one injection of a 
single dose of Seclopen, for a dental root abscess. A week later she had an 
attack of asthma and her favourite mixture containing pot. iodide stramonium 
and belladonna was given. After a few doses of this mixture the site of 
Seclopen injection became inflamed and painful. Usual treatment cured the 
condition, but the swelling crept down to the forearm before ogee. 

No. 3. A boy of 12 years. Asthmatic. He had an acute bronchitis and 
was given 3 injections of Seclopen in single doses, on the gluteal muscles. 
About a week later he had an attack of asthma. One Antistine tablet was 
given in 2 doses. Then a mist. containing pot. iodide, stramonium and bella- 
donna was given. By the time he took 2 doses of the mixture the site of the 
last injection began to be painful and tender. The mixture was stopped and 
the swelling subsided under rest. 

What is the cause of this inflammation? 

K. C. Joseru, L.C.P. & S. 
The Salvation Army Hospital, 
Kangazha, Travancore-Cochin 
Dear Editor, 


I read with interest the article on protracted labour-uterine inertia by 
Dr Sendel, in the May 1952 issue of the Christian Medical Journal. 

I would like to report that I have been giving calcium gluconate injection 
with success in protracted cases since 1945. 

The following are my reasons for first trying calcium gluconate: 


1. Calcium is recommended as prophylactic against uterine inertia. 
2. I assume that the average village expectant mother has calcium defi- 
ciency. A large proportion of the patients among whom I work, 
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I know, are undernourished. They cannot afford to take enough, or 
any, milk during pregnancy. 


Satisfied with the result of my first few cases, I am now giving calcium 
ga to all labour cases where the position presentation, etc., are 
all right. 

In cases of long duration I combine this with quinine by mouth gr. 5 in 
one or two doses. This always has the desired effect. I have noted that calcium 
gluconate reduces P.P.H. ; 

I have found also that calcium injections are effective in allaying false 
pains, and in some cases weeks elapse before the onset, of true labour, after 
this treatment, 

K, C. Josern, L.C.P. & S. 
The Salvation Army Hospital, 
Kangazha, Travancore-Cochin 


ASSOCIATION NOTES 


MID INDIA CHRISTIAN MEDICAL CONFERENCE 


The Mid India branch of the Christian Medical Association met in its 
Annual Session at the Y.M.C.A. Hostel, Nagpur, October 14th to 16th, 1952. 
This marked the first time in many years in which the branch met apart from 
the meetings of the Mid India Christian Council. Over 50 doctors and nurses 
attended. 

The Conference opened on the afternoon of the 14th. The devotions at 
this session and at the commencement of the following two days were conducted 
by the Rev. William Stewart of Nagpur. Taking his text from a portion of 
the fourth verse of the first chapter of Revelation, ‘which is, and which was 
and which is to come’, he dealt on the three successive days with God in the 
present, in the past and in the future. 

Dr I. E. J. David of Nagpur welcomed the Conference and the President 
of the Section, Dr E. W. Whitcomb of Tilda, responded and opened the Con- 
ference.. Dr P. D. Sukhnandan of Mungeli, the Secretary, made the announce- 
ments and called for the necessary appointments. Dr John Christian of Tilda 
and Dr J. G. Yoder of Dhamtari were appointed Minute Secretaries for the 
Conference and a Resolutions and a Nomination Committee were appointed. 
After dinner films were exhibited by the Imperial Chemical Industry. 

Following the devotional period on Wednesday Dr David read a paper 
Streptomycin and Isoniacine Hydrazide in the treatment of tuberculosis. He 
warned against the tendency ol both drugs to develop resistant forms of the 
bacillus thus complicating problems of treatment and control and of the tendency 
on the part of the patients to cut short their treatment because of the subjective 
improvement following the use of these drugs. He ree their great value 

_as supplementing the established treatment of tuberculosis by collapse and bed 
rest therapy. 

Dr H. H. Nicholson of Bilaspur then presented a case of Abdominal Preg- 
nancy with live mother and baby. According to her search of the literature 
less than 60 such cases are recorded. The patient was admitted to the hospital 
with the complaint of a nine months’ pregnancy, prolapse of the cervix since 
the 7th month and abdominal pain for 4 days. Further history showed that at 
the 6th week of pregnancy she had had severe vomiting, fainting and a slight 
amount of egical bleeding. Her past history revealed one full term pregnancy 
12 years before and three abortions at 3 months each. On admission she had 
a temperature of 102, pulse of 122 and respirations of 28. Except for a 
systolic murmur her physical examination was negative except for “ local 
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findings. Her lab findings were Hgb. 45 per cent, clotting time 214 minutes, 
Urine: Albumin 2 plus, Kahn test negative. The abdomen revealed the pre- 
sence of a mass consistent with a full term pregnancy, foetal movements and 
heart sounds, the latter not clear. There was prolapse of the cervix with the 
internal os closed. The admission diagnosis was a Transverse Presentation with — 
Prolapse of the Cervix. : 

After a period of observation and supportive treatment, operation was. 
decided upon. On opening the abdomen a thin walled sac resembling an 
ovarian cyst presented. Fluid was aspirated from this when it was possible 
to determine the presence within it of a foetus. A 4% pound baby girl was 
delivered, viable. The placenta was found to be implanted on the peritoneal 
surface over the bladder and uterus and was separated off by blunt dissection. 
The cord was connected with dilated blood vessels in the great omentum. The 
right tube and ovary and part of the broad ligament were excised. Portions 
vf the chorionic membranes were left because of their intimate association to 
the peritoneum. 

Penicillin 500,000 units for the first twelve days and procain penicillin in 
equal amount were given for the first five days. In spite of this the temperature 
remained between 101-103 until the 18th day when with chloromycetin and 
aureomycin it came to normal. 

Dr E. W. Wilder then opened a discussion on Problems in Christian 
Hospitals. Referring to the recent conference on Hospital Evangelism he em- 
phasized the first two findings. He emphasized the necessity for a personal 
experience of Christ in every member of the staff and for the staff to be united 
in its Christian witness. He mentioned the occasional serious splits in hospital 
staffs which hindered such a united front and attributed them in large measure 
to the failure of the members of staff to find time for corporate periods of 
Bible Study, of intercessory prayer for individual patients-and staff members, and 
of periods for mutual discussion of the problems and policy of the hospital. 
He maintained that as careful a history of the patients mental and spiritual 
needs should be taken as was done for their physical ailments. In order 
successfully to do this the staff must be augmented by a sufficient number of 
persons with time to sit down with the patients and find out their individual 
problems. In addition he spoke of the necessity for more work being done in 
the hospital in health education and in the establishment of a committee for 
each hospital to supervise its administration. The discussion which followed 
developed many helpful suggestions. 

In the afternoon the members visited the new Nagpur Medical College, 
said to be one of the largest in East Asia and the Mure Memorial Hospital 
of the Church of Scotland. 

At the evening session, Dr Nigam, Professor of Surgery at the Medical 
College spoke on ‘Hydrocephalus’ a problem upon which he has done consider- 
able research. After a brief review of the history of the disease and classification 
of the different types he described 14 cases treated in his clinic. For diagnosis 
and classification, indigo carmine was injected into the lateral ventricles and 
recovered from the spinal fluid, while the site was established by ventriculo- 
graphy. Following a brief description of other methods of operative treatment 
he described in detail the method which he has found most effective. This 
consisted in drainage of the lateral ventricle extracranially into the mastoid. 
This had proved satisfactory in 4 out of 8 cases. . 

The opening paper on Thursday was a most helpfui and dignified consider- 
ation of the matter of ‘Family Planning’ by Dr (Mrs) Anand Raj, also of the 
Medical College. After discussion of the problem posed by the rapid growth 
in population in relation to the food supply she described in detail mechanical, 
' biological and surgical methods of dealing with it. A period of brisk discussion 
followed. 
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Dr Whitcomb of Tilda then presented a paper on ‘Congenital Syphilis’. 
After a discussion of the accepted symptoms and signs he reported 72 cases of 
congenital syphilis diagnosed in his hospital fe 2 successfully treated with 
penicillin and arsenicals. Reporting that of the 72 cases a maternal positive 
Kahn was obtained in only 22 cases he raised the question of more accurate 
methods of diagnosing this condition. 

After a short recess the Conference held its business session. The Con- 
ference adopted the 7 of the Nominating Committee electing Dr I. E. J. 
. David of Nagpur to fill the unexpired term of Dr Whitcomb who is proceeding 

on furlough in the spring. It also confirmed the circular vote of the section 
appointing Dr P. D. Sukhnandan of Mungeli, Dr C. Whittier of Indore, 
Dr H. E. Dester of Jagdeeshpur, Dr W. J. Anderson and Mrs J. Christian 
as the Committee of the Section with Dr Sukhnandan as Secretary. Future 
yg Sem regard to meetings, whether annual or biennial and whether with 
the Mid-India Christian Conference or the Nurses’ Auxiliary were then dis- 
cussed and the matter referred to the Executive Committee for action. The 
report of the Resolutions Committee was then adopted as follows: 


1. The primary object of the ministry of healing being the extension of 
the Kingdom of God on earth by serving the sick in the Spirit of 
Christ. 

We the members of the Mid-India Branch of the Christian Medical 
Association once rn resolve to emphasize the importance of Evan- 
gelism by the staff of the Christian medical institutions, 


2. Resotvep that attempts be made to encourage and persuade the Christian 
medical workers in secular institutions to keep close touch with 
Christian activities in their stations and give a real uncompromising 
Christian witness in their spheres of work. We also request the 
churches to seek out such people working in secular institutions in 
an endeavour to provide a Church home for them. 


With the passage of a resolution of thanks to those who had so successfully 
planned and conducted the Conference, the session was closed with prayer by 
Dr David and the singing of a hymn. 

Messrs The Imperial Chemical Industries contributed an exhibition of their 
products and Messrs W. T. Suren contributed a dinner to which the Conference 
invited many local friends as guests. 


MARATHI MEDICAL CONFERENCE 


Saturday 15th November: With breakfast at 7:30 a.m. the members met 
the hospital staff at a common prayer meeting at 8 a.m. led by Dr Rose Smith. 
At 9g a.m. Dr Cook took the members round the hospital and showed the 
recent developments introduced by him. He invited criticisms and suggestions. 
The thought and energy given to the developments, in adding to the comfort 
of the hospital staff and the very congenial relationship between all of them was 
highly creditable to the hospital administration. Most present were impressed 
with thé neatness and cleanliness of the wards especially the maternity ward. 

The Business Meeting opened at 10:30 a.m. with Dr Cook in the Chair 
and Dr Devadhar as recording secretary. Dr Cook opened the transactions with 
a word of prayer. 

1. Dr Bidari read a telegram from Dr Wilder wishing the Conference 
success, 

2. This was followed by discussion regarding the election of members for 
the Regional Executive Committee and it was decided that Dr Cecil’s request 
for withdrawal of his name be complied with, it was also unanimously decided 
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that 5 members should represent the regional Council, namely: Dr D. A. Bidari, 
: Dr D. A. Anderson, Dr D. P. Gorde, Dr Edith Lacy and Dr Theophelus. 


3. Dr Bidari requested certain non-members to enroll themselves and 
moved a resolution, “This Conference resolves that those present should make 
an active effort to help to enroll as many members as possible for the C.M.A. 
from be respective hospitals.’ It was seconded by Dr Smith and unanimously 
passed. 


4. Dr Fletcher proposed ‘Inasmuch as certain ayurvedic courses and qualifi- 
cations in this country include a large part of allopathic medicine, this conference 
puts before the General Executive Committee the question of revising the rules 
regarding the recognition of ayurvedic qualifications for membership in the 
C.M.A.’ It was seconded by Dr Donaldson and unanimously passed. 


5- The place for the next conference was discussed and Dr Fletcher invited 
the next regional conference two years hence to be held at Miraj subject to 
confirmation. It was accepted unanimously. 


6. Dr Devadhar moved the proposition “This conference resolves and 
ae recommends the General Executive Committee, to re-consider and enquire from 
oe all concerned into the possibilities of re-combining at least the Maharashtra and 

. Karnatak regional divisions. It also feels that this will be profitable to both.’ 
It. was seconded by Dr Fletcher and passed unanimously. 


he 7. Dr Bidari requested those present to submit a complete and up-to-date 
list of village pastors and evangelists in their area to facilitate distribution of 
Hospital Sunday leaflets. 


8. The business meeting closed at 11:30 a.m. 


The clinical session was opened by Dr H. B. T. Dave, K.E.M. Hospital, 
Bombay, with his paper on ‘Practical Aspects of Tetanus’. He discussed the 
etiological, diagnostic and preventive aspects in detait and gave a lucid account 
of the treatment from a very practical view-point. This was followed by a 
lively discussion in which experiences in different parts of the country were 
compared and discussed. Dr Satralkar pointed out the possibility of a geogra- 
phical variation in Tetanus strains. Dr Bidari confirmed the vee and 
questioned the value of A.T.S., in the treatment of Tetanus. Dr Dave dis- 
agreed in the Jight of his experience and was supported by Dr Donaldson in 
his view-point. Dr Smith gave an interesting experience in Tetanus Neonatorun. 

The next paper was by Dr Donaldson of Miraj on “Tuberculosis of Bone’. A 
short yet critical study of Tuberculosis of bone from the point of view of American 
experience in relation to the disease in India, He described the bacteriology and 
stressed the fundamental aspects of treatment. This was followed by an 
interesting discussion. Dr Devadhar added certain experiences of problems as 
they present themselves under the different economical and working conditions 
in India. A special difference in the treatment of tuberculous shoulder and 
tuberculous foot was pointed out. Dr Bidari brought forward a case of diagnostic 
importance. Dr Cook discussed practical aspects of early diagnosis in relation 
to X-ray findings and technique. The value of Streptomycin was discussed and 
Dr Cook emphasized the essential principles underlying treatment of cold 
abscesses. 

The members retired to meet again at 3:30 p.m. for the afternoon clinical 
session. The members of the Wai Panchgani Medical Association were invited 
for the afternoon session and attended in full strength. Dr Fletcher was elected 
to the chair. 

Dr Cook read his paper on ‘Omentopexy in Cirrhosis of Liver’. He gave 
a concise yet clear and illuminating account of his experiences with Omentopexy. 
He detailed in a practical way the medical and surgical treatment as followed 
by him. The paper was distinguished by its ease of presentation and the 
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conviction it carried in support of this operation. A case was presented and 
added support to his paper. 

Dr Devadhar presented his paper on ‘Surgery in Portal Cirrhosis’. After 
a comprehensive and classified account of the various operations that have been 
done he presented a detailed account of a new operation namely “Hepatic and 
Splenic Arterial Ligation in Portal Cirrhosis.’ He explained the physiological 
basis, the rationale, the technique and management of the operation. He 
appealed to the practicability and essential physiological nature of the operation. 
This was followed by a stimulating discussion. 

Dr Bhave and Dr Donaldson raised questions which resulted in the speaker 
giving an account of the experimental and statistical work on the subject. 
Dr Fletcher questioned the selection of the operation for Portal Hypertension 
and pointed out that it was useful in only intra-hepatic block. Dr Cook 
discussed the possible methods of early diagnosis in small hospitals. Dr Satralkar’s 
question discussed the effects of splenic ligations. 

Dr Devadhar presented a case of Cirrhosis for operation, The meeting 
was closed with Tea. 

Dr Devadhar next operated on the patient mentioned, in the hospital’s 
main operating theatre assisted by Dr Cook and Dr Smith. He demonstrated 
the technique of the operation and proceeded to ligate the Splenic Artery. The 
operation was successfully completed. 

Dinner was served at 8:30 p.m. and followed by Dr Fletcher’s paper on 
‘Surgery of Cancer’. He presented a general account of the principles of 
Cancer Surgery and gave an inspiring account of the ideal Cancer Surgeon. 
He briefly outlined some of the cancer work done in Miraj and illustrated by 
very impressive and instructivé coloured slides. Dr Bidari discusséd early 
diagnosis of Prostatic Cancer and Dr Rose Smith questioned the value of 
primary skin grafting after radical breast surgery. Thé: relative value of pre- 
and post-operative radiation was discussed »y Dr Bidari. 

The meeting was closed with a common prayer. 


Sunday 16th November: Special Service was held at the loca] church at 
8 a.m., with Rev. Gaikwad addressing us. 

At 9 a.m., everybody left in high spirits in the hospital ambulance for 
Mahableshwar. The visit to old Mahableshwar and the temples where the five 
rivers of the Deccan arise was most interesting. We next visited Elphinstone 
Point and had a hearty lunch at Arthur’s Seat. The hospital ambulance returned 
to Wai, with short stop at Panchgani for Tea. Members met at Wai and 
after a formal registration dispersed to their respective destinations. 

The general feeling was that a very useful and interesting meeting was 
attended which will be long remembered for the information the fellowship and 
the very pleasant time spent at W.F. Pierce Memorial Hospital, Wai. 

The Regional Secretary and delegates express their thanks to Drs Cook and 
Rose Smith and hospital staff for having accepted the responsibility and having 
conducted the conference in such a nice way. 


REGIONAL C.M.A. EXECUTIVE COMMITTEE 
An area committee has now been set up for the Karnatak Section of the 
C.M.A. consisting of: 

) Bee G. Cutting, Secretary, Chikbalapur; Dr A. I. Kinnear, Bangalore; 
Dr Esther Shoemaker, Kolar; Dr G. Isaiah, Kavutalam; Dr Sosamma 
Thomas, Bangalore. 

FAIR SHARING 
We print the honour roll of the hospitals, dispensaries and others which 
have contributed toward the support of the Christian Medical Association in the 
year of 1952. The States are listed in the order of their percentage response, 
viz., the percentage of hospitals that contributed (not the amounts contributed). 
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During the last two years we have not raised the budgeted amount allocated 
to India. This has been largely because only about 50 per cent of the hospitals 
replied to the appeal. This is a serious matter but there is a still more serious 
aspect to it. While there are some shifts in the list of names from year to 
year, in general it is the same 50 per cent of the hospitals who contribute. In 
other words they bear the burden from year to year. This year one hospital 
replied stating its inability to contribute. The other hospitals were silent, 

If you overlooked the appeal please send in a cheque now, combining with 
it, if you wish, your contribution for 1953. If you cannot contribute according 
to the suggested rate but can send something, please do. If circumstances are 
such that you cannot contribute, please write a post card and tell us, so that 
we may know that you have considered the matter. 


—E, W. Wiper 


HONOUR ROLL 


Hospitals contributing to the C.M.A. January !-December 16, 1952* 
GUJERAT Per cent 


Per cent 

Emery Hospital, Anand Church of Scotland Mission 
Butler Memorial Hospital, Barodat Hospital, Nasirabad 73.0 
Roberts Hospital, Borsad 
I.P.M. Hospital, Broach MADRAS 

sar 

Moses Gnanabaranam Eye 
McCleery Hospital, Hospital, Coimbatoreft 


Church of Scotland Mission 


C.M.S. Hospital, Lusadia Hospital, Conjeevaram 


Methodist Hospital, Nadiad 


Mission Hospital, Surat ellowship, 
Alexander Kerr Memorial C.S.I. Hospital, Ikkadu 
Hospital, Surendranagar 83.3 Kotagiri Me edi cal F ele va ip 
omen’s Hospital, Madhur: 
Pradesh W.F.P.M. Hospital, Madhurai 
‘ Kalyani Hospital, Mylapore 
—— Hospital, St Luke’s Hospital, Nazareth 
al Pp dd . 
Jackman Memorial Hospital, — 
Christian Hospital, Champa 
ission Hospital, Damo! ish Missi : 
Sewa Bhavan, Jagdeeshpur 


Christian Hospital, Mungeli 
“eo Road Sanatorium, Pendra 
oa 


Swedish Mission Hospital, 
Tirupatturt 


‘col 
Mission Hospital, Pendra Roadt 
Christian Hospital, Takhatpur Danish Mission Hospital, 
—" Evangelical Hospital, Vriddhachalam 

ilda 
Mission Hoapitel, Umri St s Hospital, 

Madhya Bharat Tinnevelly 

U.C.C. Mission Hospital, Dhar Mission Hospital, Diocese . 
— Mission Hospital, Hat Sawyerpuram 

plia 
U.C.C, Mission Hospital, Indore 
U.C.C. Mission Hospital, BIHAR 

Neemuch Church of Scotland Mission 
U.C.C. Mission Hospital, Ratlam Bamdah 
Rajasthan Duchess of Teck Hospital, 


U.C.C. Mission Hospital, Banswara 


Church of Scotland Mission 
Hospital, Ajmer 


Gulzarbagh P.O. 
St Deny’s Hospital, Itki 
St Frances Hospital, Manoharpur 
St Luke’s Hospital, Murhu 


® Receipts in the closing fortnight of 1952 raised the proportion of hospitals 
contributing from 49 per cent-52 per cent of the total. Figures in the above table and 
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St Barnabas Hospital, Ranchi 

S.D.A. Mission Hospital, Ranchi 
®BENGAL (East and West) 

London Mission Hospital, Jiaganj 


Santal Mission Hospital, 
Sarenga 


ANDHRA 


Augustana Hospital, Bhimavaram 

St Raphael’s Hospital, Giddalur 

Mary Lott Lyle Hospital, 
Madanapalle 

A.B. Hospital, Nellore 


Clough Memorial Hospital, Ongole 


Lutheran Hospital, Rajahmundry 

Arogvavaram Hospital, Sompeta 

Good Samaritan Hospital, 
Srikakulam 

C.M.S. Hospital, Vidhyanagar 

Canon Anantam Hospital, 
Vijayawada 

Bethel Hospital, Vuyyuru 

ORISSA 
A.E.M. Hospital, Khariar 
Mission Hospital, Serango 


WTTAR PRADESH 


Jamna Church, Allahabad 

Clara Swain Hospital, Bareilly 

Lily Lytle Broadwell Hospital, 
Fatehpur 

Ackerman Hoyt Hospital, Jhansi* 

A.P. Mission Hospital, Kasganjt 

Landour Community Hospital, 
Landour 

Thomas Emery Hospital, 
Moradabad 

J. S. Whipple Memorial Hospital, 
Siwait 

Creighton Freeman Hospital, 
Vrinda 

ASSAM 


St Luke’s Hospital, Chabua 
Sevapur Hospital, Dingdinga 
Mission Hospital, Jorhat 
Welsh Mission Hospital, Shillong 
NORTH WEST INDIA 
St Stephen’s Hospital, Delhi 
S.D.A. Hospital, Simla, Himachel 
Cc MS tal, Anant N: 
-M.S. Hospital, it Nag, 
Kashmir 
&.M-S. Hospital, Rainwari, 
Kashmir 
Frances Newton Hospital, 
Ferozepore, Punjab 
Maple Leaf Hospital, Kangra, 
Punjab 
‘St Mary’s Hospital, Tarn Taran 
MAHARASHTRA 


Ramabai Mukti Mission, Kedgaon 
‘Wanless Hospital, Miraj 


Association Notes 
Per cent 


53-8 


50-0 


50-0 


50-0 


50-0 


43-7 


t 1951 and 1952 


positions change as follows: Gujerat first with 91.6 per cent response; Mid-India 
second with 83.3 per cent; Uttar Pradesh third with 70.5 per cent; Madras fourth 


Canada Hospital, Nasik 

N.M. Wadia Hospital, Poona 
St Margaret’s Hospital, Poona 
W.F.P.M. Hospital, Wai 


HYDERABAD : 

C.S.I. Hospital, Doodgaon 

Victoria Hospital, Hanumakonda 

Church of Scotland Mission 
Hospital, Jalna 

St. Mary’s Hospital, 
Khammamett 

C.S.1. Hospital, Medak 

Mission Hospital, Pachod 


Per cent 


40-0 


Mission Hospital, Sangareddy 36-8 


KARNATAKA 
Memorial Hospital, 


assan 
E.T.C.M. Hospital, Kolar 
Holdsworth Memorial Hospital, 
Mysoret 
TRAVANCORE 
St Thomas Mission Hospital, 
Cheriazhukul 
South Travancore Medical 
Mission, Neyyoor 
BURMA 
E.M.M. Hospital, Moulmein 


DISPENSARIES 
ANDHRA 
American Arcot Missio’, 
Punganur 
BENGAL (East and West) 
(.M.S. Medical Mission, 
Doyabari 
Mission Health Centre, 
Farridpur 
Mission Dispensary, Haraputa 
S.M.N.C. Dispensary, Malda 
BIHAR 
Mission Dispensary, Jessidih 


MAHARASHTRA 
S.P.G. Dispensary, Kagal 


MID-INDIA 
Madhya Pradesh 


Sankra Christian Dispensary, 
Jamgaon via Drug 

Christian Dispensary, Kotmi 

Lakhnadon and Branch 
Dispensaries 

Mission Dispensary, Nimpani 
Phadar, Betul Dist. 


HYDERABAD 


Mennonite Brethren, Naga 
Kurnool 


* 1951 


33-3 


8.4 


with 66 per cent; and Bihar fifth with 64 per cent. Other positions and percentages 
unchanged 
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NORTH WEST INDIA UTTAR PRADESH | 
Elliott Dispensary, Pathankot, . Dwarahat Dispensary, Almora 
Punjab f Interior India Mission, Bharaich 
Personal 
Dr R.I. Harry, Gogho Miss D. Platt, Orakandi 


Hospital Sunday Collections up to December [5th, 1952 


July 4 Bengal Churches ... 

16 Thoburn Church, Alipore ... 
Nov. 12 U.C.N.I. Church Mainpuri, U.P. ... 

26 Agricultural Institute Congregation, Allahabad 25 0 

Previously acknowledged ... 2,824 11 1 


3,187 7 7 
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SECRETARIAL NOTES 


Berar. October 5th-11th. After short period in Nagpur off on the Bombay 
Mail on the 5th for visit to the Conservative Baptist Mission Hospital at 
Ellichpur. Met at 7:30 p.m, at Badnera by Dr Jack Miner and driven 30 miles 
through Amraoti to Ellichpur. Supper and bed. Up the next morning to sec 
over this small 16-bed hospital staffed only by Dr Miner, Miss Latherow and 
one trained nurse aid compounder but with a full time evangelist. The big 
barnlike structure built by Dr Werelius has been remodelled by Dr Miner by 
the use of plastic board partitions into a neat and functional although rather 
crowded out-patient department, a theatre and several semi private wards. 
The equipment is good. A bungalow is being remodelled as a Maternity Ward 
and another nearly completed as a Nurses’ Hostel. A laboratory worker is in 
training. The. further expansion of the hospital is limited by the fact that it 
shares the. compound with the mission ofiies and residences but there is 2 
proposal to build a two storey ward block to bring the hospital capacity to 
35-40 beds. In the afternoon, driven to Kothara to see the fine leprosy settle- 
ment housing 300 patients. The buildings are mostly built to type but there are 
extensive agricultural lands cultivated by the patients under a full time missionary 
as farm manager with tractor and other up-to-date equipment, Miss Walton, 
a trained nurse has an excellent system of filing records and two home-trained’ 
laboratory technicians for examination of the patients. In the hospital she also 
has trained patient nurses. About 120 of the patients are Christian and they 
with the staff unite to support village catechists in outside villages. 

That evening conferring with the missionaries, invited to a buffet supper. 
and off the next morning at 6:30 on the little narrow gauge railway to 
Murtizapur. Here waited for Dr Speicher who arrived at noon with the news 
that her car had broken down about 25 miles away. We got to the bus station 
in time to just miss the 12:30 bus. While I waited with the stuff, Dr Speicher 
had lunch and returned with chapatties and an omelet for me just as our bus 
came in. Travelled by this for 16 miles then sat under a roadside tree and 
talked until our next bus came through. This took us to Karanja where | 
waited for the bus while Dr Speicher engaged a lorry and started out to find 
her car and have it towed in to Basim. Leaving at 5, traversed only three 
miles before coming up with the lorry and a station wagon from Basim driven 
out by Dr Ira Cox, recently arrived in India from America. Started off merrily 
but, although the gauge still showed plenty of gas, ran dry and had to wait 
for our lorry and car to come up and fill our tank. Arrived in Basim just 
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Secretarial Notes 
after 7, to freshen up and attend a farewell dinner given by the nurses to Miss 
Chappell, about to leave for furlough. 

All the next day looking about this promising hospital. Starting 15 years 
ago in a school building Dr Speicher has built this up to a 35-bed hospital for 
women. Here again the out-patient is rather cramped but new buildings are 
going up to make this into a 75-bed hospital and now that Dr Cox has arrived 
into a general hospital. A beautiful new chapel has been completed as also a 
fine theatre suite with theatre, sterilizing rooms, delivery rooms and dressing 
rooms. A particular feature of the theatre and delivery rooms is the half height 
line of cupboards extending the entire length of one side of the room surmounted 
by a tiled work bench and stainless steel sink. There are nurses in training 
even though the school is not possible of recognition. Four other nurses are 
training at recognized institutions in the Marathi area to help staff the hospital. 
It is the hope that this hospital can in future become the training centre for 
nurses for this hospital as well as for the ones at Ellichpur and Umri. 

The next morning off with Dr Cox to retrace my steps and arrive at 
Murtizapur in time to catch the express to Dhamangaon and bus to Umri. 
There met Rev. Frank Kline, recently returned from furlough during which 
he had met our son John, and Dr Yardy. Tea and looking around the Bible 
School, an early dinner and then off in the Umri pick-up truck with hospital 
supplies, etc., ra Umri, where to bed. Up and with Dr Yardy looking over 


the hospital of the Free Methodist Mission. This hospital has been built for 
22 years but during a relatively smal] portion of that time has had a doctor. 
Dr Yardy, recently finished with his language, is trying to shape it up again 
into a rural hospital. He has the good fortune to have the assistance of 
Dr Acquilla, a sister and two trained nurses. Some of the buildings are still 
occupied by the school which used them during the period of inactivity. How- 
ever Dr Yardy is oe new buildings for the school and gradually 


moving it out. The Yardy family consists of three children plus a pair of 
twins recently arrived. That night being mothers’ meeting of the Christian 
Home Week, we sent Mrs Yardy off to the meeting. The twins early recognized 
the change and part of the evening was spent talking over hospital work with 
Dr Yardy, each of us with a twin in his arms. 

The following morning after the servants had managed to get a buffalo 
heifer from the dairy herd into the back of the truck we started off for . 
Yeotmal. Here we picked up a lunch prepared by Mrs Kline and shifting to 
the Kline car drove into Dhamangaon, lunched while waiting for the train 
and got into Nagpur at 3 p.m. 

Nagpur. October 11-23. Sunday welcomed the Rev. William Stewart 
back from furlough to the pulpit af the 1840 Church. After church met 
Don Rugh of the N.C.C. Relief Committee whom I had first met in Refugee 
Relief Work. After dinner out to Council Lodge to talk over duty-free admis- 
sion of hospital supplies and other relief matters. The following day to tea 
at Council Lodge to. meet Dr and Mrs Frank Laubach who later came to 
dinner. The 14th-16th most of the time at the Y.M.C.A. Hostel attending the 
fine conference of the Mid India section of the C.M.A. attended by 44 doctors 
and nurses. Papers were presented on ‘Hydrocephalus’ by Dr Nigam and on 
‘Family Planning’ by Dr (Mrs) Anand Raj, both of the Medical Colicge, on 
‘Abdominal Pregnancy with Living Child’ by Dr Nichoson, on “Newer Dru 
in Tuberculosis’ by Dr I. E. J. David and on ‘Congenital Syphilis’ by Dr Whit- 
comb. 

Bombay. October 24-26. Off on the 23rd with Mrs Wilder for Bombay 
staying there with the Ross Thomases and then with the Zigler’s. Conferences 
with the Architect and with Mr Ruch of the IMBO on H.S.A. affairs. On 
25th early to the Orthopaedic Hospital and shown around by Mrs Ismail finding 
it a most interesting place. It started out with a mother who would not 
take ‘No’ for an answer to the rehabilitation of her own child suffering from 
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paralysis of polio. Now with donations from other sources and the help of 
other women she has developed this hospital for the treatment of orthopaedic 
pare mainly those suffering from polio. The hospital is not yet completed 

ut contains a large out-patient department with examination and schoolrooms, 
rooms for massage, motion and baths, and a plaster room on the ground floor, 
wards and theatre on the second. Another building houses the staff. 

I was most impressed by the attitude of the children; by their manifest 
co-operation in active motion and their happy appreciation of each gain, how- 
ever slight that they made. There were 11 army trained technicians, giving 
motion and massage. A large group of the patients were out-patients coming 
in their own cars or in the hospital bus. After their treatment they are 
transferred to the schoolroom where they stay under a trained teacher until the 
bus is ready to take them back. There I met Mr Colin W. Morrison, Secretary 
of New Zealand’s CORSO and made arrangements for a conference the 
following day. 

Then travelled back in the car of the N.Z. Trade Commissioner to the 
centre, snatched a lunch and repaired to the Taj Mahal Hotel to await the 
arrival of Dr Bauer. He arrived with Dr Sen, Secretary of the Indian Medical 
Association and graciously gave me a ten-minute interview. I told him of the 
Association, and gave him greetings from our members. As Secretary General 
of the World Medical Association he asked me to convey his greetings to all 
the members and as President of the American Medical Association his especial 
greetings to the American members. The following morning by suburban train 
to Kahr to the home of Mrs Nimbhka, founder of the School for Occupational 
Therapy in Bombay, where met Mr Morrison and had a long conference with 
him regarding relief supplies and the work of the Association. Off that 
afternoon by mail arriving in Nagpur the next morning. 

Nagpur. October se FE 4th. October 28-30th was N.C.C. Exe- 
cutive Committee, well attended and one of the best that I can remember. 
Starting off with an inspiring devotional message by Bishop Sinker there 
followed reports from the delegates to Willingen and baad, om Dr Bhatty 
on his trip to the West and from Dr Raja Manikam on the situation in East 
Asia. On the 31st skipped the cricket match with Pakistan and saw Pandit 
Nehru as he drove through the streets from the airport. On the 3rd consultations 
with the architect on his visii: to Nagpur. 

Burma. Off on the morning of ow sth to Calcutta arriving next morning. 
Better to draw a curtain over the next three days as I waited for my visa for 
Burma for which I had applied the 5th of September. Assigned to stay with 
Mr Chakravarthy of the Y.M.C.A., youngest brother of Dr Julius Savarirayan 
of Ranipet and glad to meet another tars i of this prominent nage « Finally 
through the efforts of the staff of the Y.M.C.A. got my visa. Managed to 
book my seat for Saturday and get my travellers’ cheques just before offices 
closed. Off from Dum Dum on the morning of ninth by I.N.A. and my first 
trip on a Viking. Soon above the low clouds and a rather bumpy journey 


until we came out of them over the Arakan. Down at 1 on the magnificent 


airstrip at Mingladon seeing, as we banked to come in for a landing, the 
glistening gold obelisk of the Shwe Dagon Pagoda. Picked up at the booking 
office in Rangoon by Dr G. R. D. Daniel, Secretary of our Burma Branch and 
taken to lunch and then to the service addressed by Miss Irma Highbuagh, 
Secretary of the International Missionary Council for the Christian Home. 
This was a meeting sponsored by the Burma Christian Council whose meetings 
had begun the previous morning. After a rest to the Immanuel Baptist Church 
to hear the close of Dr Manikam’s address. Met a number of prominent people 
before we went home for dinner. 

Rangoon, November g-24th. On the roth attended the meetings of the 
Christian Council addressing them on the Association in the afternoon. Met 
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the Hon. Mrs Ba Maung Chain, Karen Baptist, President of the Council and 
Minister for Karen Affairs of the Burma Government. Also to my amazement 
met Dr Philip Greene, an old class-mate in medical school, missionary in Turkey 
and China and now out under Point Four helping to develop the department 
of orthopaedics in the Rangoon General Hospital. Renewed my acquaintance 
with Rev. G. P. Charles, Secretary of the B.C.C. three of whose brothers were 
prominent in the work of the Madura Mission, and met many other prominent 
missionaries and Burmese Christians. After tea to meet with some thirty 
Christian doctors of the 175 listed in Burma to talk of the Association in 
India and proposals for the inauguration of a C.M.A. for Burma, 

That evening to a pleasant dinner at the home of Dr Ba Than Chain, 
former Director of Health in Burma and now in charge of a school for the 
training of rural health workers. There met Dr C. C. Poh who has just 
returned from a visit to India on a commission recruiting 250 Indian doctors 
for the Burma Service and Dr Daw Sein Shin, Assistant Medical Superintendent 
at the Rangoon Dufferin Hospital, A first introduction to delicious Burmese 
food including prawns the size of a baby’s fist. 

The following day was the closing day of the B.C.C. with a fellowship 
lunch at which a Minister of State, a Cabinet Minister and the Bishop of 
Rangoon and Mrs West were guests, That eee to the home of Dr Solomon 
Suvi, a Leeds trained South Indian, who had gathered a number of prominent 
people to meet Dr Highbaugh and myself. Among them were the Director 
General of Health, representatives of the Welfare Department including Mr 
Barnabas, formerly of Lucknow University and Tata School of Social Sciences. 
The dinner was a South Indian dinner finishing up with paiyasam. 

Wednesday, ‘Thursday and Friday visited a number of medical institutions 
in Rangoon including the Seventh Day Adventist Hospital of 60 beds, the 
Rangoon General Hospital with over 700 patients, the Rama Krishna Mission 
Hospital with 125 beds and the Muslim Free Dispensary with 45. Greatly 
impressed by the work done by the last two of these and with the large 
amount of time and service contributed by honorary physicians and surgeons 
of distinction. Wednesday evening to the home of Mrs Yone Mo to partake 
of a delicious Sino Burmese dinner and to meet among others Mrs Aung San, 
wife of the martyred premier. I found: her a charming and vivacious lady 
recently returned from America’ and a frienc of Rajkumari Amrit Kaur. 
Thursday night to the home of Dr Leroy Allen, a Point Four health worker 
and his wife, who was Alice Stenger, daughter cf Dr Stenger laa of the 
Baptist Mission, Ongole. With us were Mr and Mrs U. Thaung Tin and 
Mr and Mrs Payne, Secretary of the Y.M.C.A. This was a Chinese dinner. Met 
one afternoon ie tea with a Methodist Committee and discuss their plans for 
medical work in Rangoon. Again at lunch at the Baptist Centre with the 
Dickasons and others and one evening with a committee of the Emmanuel 
Baptist Church conferring about their plans for medical and health work 
in Rangoon. 

On another day drove out 9 miles to Insein to see the Health Training. 
Centre operating under the Point Four Programme. Here under a Burmese 


Director assisted by an American doctor, nurse and sanitary engineer working 


in attractively adapted Nisson or Quonset Huts, training of health workers of 
all grades and types goes on. It is hoped here to have a model village. A 
clinic is run in connection with the school. On the way to the Centre passed 
the ruins of the bungalow where Dr Daniel and others were held prisoner for 
several days when they were suddenly caught by an insurgent force in early 
1949. On the return saw the lines of old locomotives used by the insurgents 
as cover when they held this territory. 

On another day attended the meeting of the Executive Committee in charge 
of the Burma Christian Medical Relief Society and later visited its clinic. This 
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is a voluntary effort on the part of a number of Christians, prominent among 
whom are Dr Daw Saw Saw, Dr Ba Than Chain, Mr U. Thaung Tin, 
Dr G. R. D. Daniels, Mr S. D’Silva, Mrs Yone Mo and Mrs Pe Maung. 
An Anglican school has been loaned to them, they have repaired the bomb 
damage, opened a'daily dispensary and recently a ward for children. Dr Aaron 
of the Department of Anatomy, Rangoon Medical College, gives his entire 
afternoon in an honorary capacity. He is assisted by a qualified nurse midwife, 


a compounder and a nursing aide. All examination and treatment is free, 


except for costly medicines and injections for which the patients pay if they are 
able. Voluntary donations from the patients as well as the monthly subscrip- 
tions of rupees two on the part of the members meets most of the remainder 
of the expenses. Government has given some financial assistance. 

On Saturday afternoon the 22nd drove to the great golden Shwe Dagon 
Pagoda, climbed its 105 steps and strolled around the courtyard. Was struck b 
the similarity to Indian temples in the approach where were the bazaars wit 
flowers, miniature shrines, candles, toilet articles, literature and toys on sale. 
Once one arrived at the pagoda itself, the similarity was less sia: Both 
sides of the marble floored court—the inner side along the base of the great 
gold pagoda as well as the outer one—were crowded Ey smaller pagodas and 
temples, Large temples crowded with Buddhas of heroic or lesser size but 
each with the same eye lashes the same finger nails the same attitude; burning 
candles, profusions of flowers and at the entrance in contrast to the reverence 
of worshippers, the seated gong ringer, wispy Chinese mustache, cheroot in 
mouth, striking the gong with his wooden mallet at regular intervals, Small 
pagodas with but a single Buddha, pagodas grey with antiquity, pagodas 
sheathed in glinting gold leaf, and temples constructed in modern architectural 
style. Gazed aloft at the towering gold pagoda its lower reaches floodlit at 
night, its upper festooned with electric lights; we looked down to the lower 
courtyard with its wall and its umbrellas set at regular intervals—those slender, 
delicately fashioned structures with a small gold umbrella beneath the terminal 

innacle, 

: From there we went to another place of pilgrimage. This was a simple 
shelter, open on all sides, with seven raised rectangular blocks, each with a 
simple name on it—the tombs of the seven martyrs, General Aung San’s the 
central one. 

That night another Chinese dinner, this time with Dr and Mrs Greene. 
The following morning attended the Tamil service at St Gabriel’s Church (CIB) 
said a few words in Tamil and preached in English. Stopped on the way 
home for coffee and a pleasant visit with Bishop and Mrs West at the Bishop’s 
Court. Another Burmese lunch with Mr and Mrs U. Thaung Tin. That 
evening to the beautiful Judson College chapel (the college itself has not been 
permitted to resume) for a simple service of bene | by the Burmese pastor, 
fine music by the mixed choir of students and the male quartet and an 
inspiring message from Miss Marie Jean Heller, on her way to the Youth 
Conference. Dinner at the home of Pastor Charles with a group almost entirely 
Indian where we discussed plans for the future of the Christian Medical Asso- 
ciation of Burma, aie 

On the 24th morning visited the Jivitadana Dispensary, a Buddhist free 
dispensary. At the moment this is housed in a wooden building rather crowded. 
It’s new building, however, constructed on modern lines is nearing completion. 
Out to the airport and off at 1:30 for India. This time the visibility was nearly 
perfect, the green fields and forests stretching back from the golden sand, 
fringe by the turquoise sea. Saw Akyab and the Oyster Island Lighthouse. 
Arrived in Calcutta at 5 to stay with Dr P, D. Devanandan at the Y.M.C.A. 
Headquarters. 


[ Visits to Moulmein, Mandalay and Myaugmya will appear in the 
March Journat.] . 
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NEWS NOTES 


Arrivals in India 

Dr Betty Holt returning from furlough to the Godavery Delta Mission in 
Narsapur. 

Dr Else Hoilund from furlough to the Rajadighi Mission, Malda District, 
West Bengal. 

Dr E. H. Evans from furlough in America to the Miraj Medical Centre. 


Departures from India 


Dr Caleb Davies of the Santal Mission Hospital, Sarenga to England. 
Dr Davies returned from retirement to assist the hospital during the past year. — 

Dr C. ]. Buswell of the Christian Hospital in Jorhat is studying in the 
Christ Hospital in Jersey City. ; 

Dr A. R. Craig left Charteris Hospital, Kalimpong in June for England 
on furlough, 

Dr David F. Baxter of the Church of Scotland Mission Hospital, Conjee- 
varam is in England on furlough. 

Dr (Mrs) Mary B. More of the Church of Scotland Mission Hospital in 
Wardha has left in Autumn for furlough in Scotland. 


Transfers and Postings 


Dr E. P. Azariah of the L.M.S. Hospital, Jammalamadugu has resigned 
his appointment and gone to Pattukottai, Tanjore Dist. 

Dr Keith I. Graham has \eft Bangalore to be Medical Superintendent of 
the L.M.S. Hospital in Jammalamadugu. 

Dr L. D. Thorat from Tarakpur, Ahmednagar District to $.P.G. Mission 
Dispensary, P.O. Kolhar, Shree Rampur, Ahmednagar District. 

Dr K. C. Samuel formerly at Dahanu Road Mission Hospital to C.M. 
Hospital, Pandalam, Travancore State. 

Dr Dorothy Dunning Chacko from Gorakhpur to 38 Probyn Road, Delhi. 

Dr Lester P. Servid from the Medical Centre, Miraj, to St Luke’s Hospital, 
Vengurla. 

Dr James M. Pomeroy from the Union Mission Tuberculosis Sanatorium, 
Madar to establish a clinic in Thoracic Surgery at the Clara Swain Hospital, 
Bareilly. 

Dr R. C. Hunsberger to the United Christian Hospital, Lahore. 

Dr Daisy Thomas formerly of the G.K. Hospital at Tiruvella is now 
Mrs Daisy Simeon of Ayroor, Travancore. 

Dr Muriel Loenen from the Christian Medical College» Vellore to the 
Bethel Hospital, Vuyyuru. 


Returning to India 


Dr Betty Holt from furlough to the Godavery Delta Mission, Narsapus, 
West Godavery. 


Death 


Word has just come to the office of the death of Dr Esther Chelliah of 
Bidar of heart failure. 


Gleanings 


From Lahore comes an attractive illustrated news sheet telling of what is 
being done in the United Christian Hospital, Lahore, Classes in the Nursing 
School are filled to capacity and in July, Miss Kunjamma Thomas flew to Delhi 
for postgraduate study in the College of Nursing. One laboratory technician 
has been trained. Improvements have been made in the pharmacy and the 
out-patient department. 


‘ 
: 
d 
4 
a 
4 
‘ 
! 
4 
x 
\ 
q 
ie 
1 t 
; 
i 
4 
: 
i 
q 


46. The Journal of the Christian Medical Association 


In addition to the 11,112 human out-patients treated at Dudgaon Hospital’ 
of the C.S.I. Dr Wigfield mentions one kitten and twelve bulls, There were 
1,425 in-patients, 257 operations and 117 confinements. The dispensaries at 
Boath and Khanapur added another 272 out-patients and the weekly visit to: 
Nirmal 420. Annual medical examinations were given to all the evangelistic 
workers in the district. Work progresses slowly on the operation unit started 
last year, 


Greetings from Dr Louis H. Bauer 


In an interview granted by him to the Secretary of the Christian Medical 
Association Dr Bauer, as Secretary General of the World Medical Association, 
conveyed his greetings to the members of the Association, and as President of 
the American Medical Association his especial greetings to the American mem- 
bers of the Association. 


Clara Swain Hospital, Bareilly 


On Friday, October roth, three new additions to the Clara Swain Hospital 
in Bareilly were opened, These consisted of the additional ward accommodation 
for men, made possible through the donations of Bareilly citizens, the Capoor 
Dental Clinic given by the Bareilly Corporation Bank and the Sahu Ram 
Narain children’s wing donated by the Dhampur Sugar Mills. The first of 
these contains six private wards and eleven cubicles for men patients; the last 
60 beds for children. The Dental Clinic Building, fully air conditioned, con- 
tains an examination room, two rooms for dental hygienists, four operation 
rooms, an X-ray room and a laboratory. Dr Wilma Perrill gave an account 
of the buildings and their donors and Dr Charles Perrill presented the Annual 
Report of the hospital. He reported the constant growth of the hospital in all 


of its departments and called particular attention to the local gifts which made- 


the new buildings possible. He announced the gift of Rs 7,000 toward the 
dispensary building at Faridpur 14 miles from Bareilly. 

The Hon’ble Rajkumari Amrit Kaur addressed the meeting voicing her 
appreciation of the aid furnished by private agencies in the major struggle of 
Government to promote the health of the nation. She spoke of the special’ 
need for planning the welfare of children and for dental treatment both of 
which were being provided in Bareilly through the co-operation of the public. 
Bishop J. W. Pickett presided on the occasion. 


4 


NOTICES 


- Wanted, Christian woman compounder with Government certificate. Salar 
50-4-70 plus quarters. Apply Med. Supdt., Godavari Delta Mission Hospital, 
Narsapur, W. Godavari. : 


Wanted at Wardlaw Thompson Hospital, Chikballapur, Mysore State. One 
Indian lady doctor, for work in women’s and children’s dept, One Indian: 
gent doctor for work in men’s wards and out-patients., For details apply The 
Medical Superintendent. 


Two young men who have completed the intensive course for X-ray techni- 
cians given in the Clara Swain Hospital at Bareilly are available for immediate 
employment. For further particulars please write to Dr Charles V. Perrill,. 
Hospital Superintendent, Clara Swain Hospital, Bareilly. 
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CHRISTIAN DOCTORS 


Copies have been received of the 64-page special number of the Dutch 
periodical Geloof en Wetenschap (Faith and Science), The introductory article 
indicates the initiative for this coming from the Ecumenical Institute at Bossey, 
Switzerland, as a prelude to a possible international meeting of Christian doctors. 
The leading article by Richard Siebeck, M.D., of Heidelberg is entitled “Does 
there Exist a Christian Medicine’. Following this are descriptions of the follow- 
ing organizations: 


The Christian Association of Physicists and Physicians in the Netherlands. 
The Christian Medical Association in Denmark. 

The Christian Medical Association of India, Pakistan, Burma and Ceylon. 
The Medical Christian Society of Finland. 

The Christian Medical Association in Switzerland. 

The Christian Medical Association of Norway. 

The Christian Medical Association in Greece. 

The Circle of Christian Physicians and Medical Students in Sweden, 

Les Associations de Medecins Crétiens En France. 

The Christian Medical Fellowship in Great Britain, 

La Section Medicale du Centre Protestant D’Etudes, a Geneva. 

The Japan Christian Medical Society. 

Co-operation between Christian Physicians in the Nordic Countries. 

The Free University in Amsterdam and its Medical Faculty. 


Each article epee in the language of its author and resumes given in 
other languages. us each article appears in English, French and German. 


Messrs. E. R. Squibb & Sons well known drug manufacturers have announced 
their merger with the Mathieson Chemical Corporation, producers of agricultural 
and industrial chemicals. In 1950 Squibb and Sarabhai Chemicals, Baroda, 
united in a programme in India under which Sarabhai is now manufacturing 


a large line of Squibb products under rigid control and with emphasis on 
high standards. 


INSTITUTE OF CLINICAL PASTORAL TRAINING AND 
HOSPITAL EVANGELISM 


(A tentative programme for the projected institute sent out for further 
comments and suggestions) 


I. Osyjectives. (1) To provide students with an opportunity to minister 
to the sick under controlled environment and expert supervision; (2) to train 
them in the application of scientific methods of counselling, case study and 
note-taking; (3) to refine awareness of the health resources of religion; and 
(4) to help them learn how to work co-operatively in alleviation of human ills. 


II. Proposep Dates anp Duration. A five-week course in clinical pastoral 
training and hospital evangelism. April 20-May 21, 1953. 


III. Traminc Centre. Union Theological Seminary and Clara Swain 
Hospital, Bareilly. These institutions are ready to make their teaching facilities 
and trained leadership available to the Institute. 


TV. Courses. The first week of the Session will be given to part-time 
orderly service on hospital wards. This will enable the students to become 
familiar with hospital routine, to develop rapport with the patients and workers 
and to acquire the humility of service which only menial tasks can give. Daily 


- 

i 

i 
4 
4 
4 
q 
is 
3 
4 


48 The Journal of the Christian Medical Association 


classes will deal with clinical material, psychotherapy and problems. of insti- 
tutional ministry. Students will observe nearly every phase of hospital ex- 
perience and will attend lectures on medical, psychosomatic, pastoral and social 
service problems. A major portion of the time will be devoted to supervised 
interviews with the patients and to the recording of these for evaluation. Tested 
methods of pastoral counselling will be discussed in.seminars and an attempt 
will be made to demonstrate the function of religion in the maintenance and 
restoration of health. 


V. Facutty. In the teaching programme the Director will be assisted by 
course assistants and the teaching staff of the Seminary and the Clara Swain 
— Many of the guest lecturers will represent the fields of psychiatry, 
psychology and medicine. Competent religious leadership will also be invited 
to share in the programme. Suggestions of the faculty are invited. 

VI. Exiqisiity. The Institute is limited to 12 students, of which at 
least 6 should be Hospital Evangelistic workers and chaplains, and the rest 
theological students, pastors and teachers. The work of the Institute will be 
carried on the graduate level and the medium of instruction will be English. 
Some knowledge of Hindustani will also be helpful in carrying on interviews 
with patients, The Institute is open to both men and women. 


VII. Acapemic Crepit. The Course is designed to meet the academic 
requirements of theological colleges, in the Departments of Pastoralia, Religious 
Education and Psychology of Religion. 


VIII. Apprication for admission together with the registration fee of 
Re 1 should be forwarded to the Director, Institute of Clinical Pastoral Training 
and Hospital Evangelism, Methodist Church, Bareilly, U.P. The application 
should include the candidate’s full name, age, parentage, church connection, 
academic qualification, previous experience, present employment, and a brief 
statement of what the candidate expects out of the course or how he intends 
to make use of the training. 


Edited and Published by Dr H. H. Gass, Christian Medical College, Vellore 
Printed in India by Hugh Warren at The Wesley Press and Publishing House, Mysore 
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NURSES’ AUXILIARY OF THE CHRISTIAN MEDICAL ASSOCIATION 
OF INDIA, PAKISTAN, BURMA AND CEYLON 


No. 126 January 1953 No. 126 


tt (5) 10) 


AIM 


The Extension of the Kingdom of Christ through 
the Ministry of Health and Healing 


OBJECTS 

1. By mutual co-operation and encouragement and by the cultivation of a 
fraternal (brotherly) spirit among all Christian nurses. a : : 

? 2. “id efforts to secure the highest efficiency in Christian nursing education 
and wor 

3. By the spread of information concerning the need of nursing work and its 
place as an integral part of the Christian message. a. : 

4. To supply a means of effectual co-operation with the Christian Medical 
Association in considering matters of interest common to the Christian Medical and 
Nursing professions. 

5. To consider the special work and problems of Christian nurses. 


PRAYERS 


Let us Pray that God may help us to use the Nurses’ Auxiliary to extend the 
Kingdom of Christ. 

Let us Pray that we and the Doctor (name) and Nurses (names) with whom we 
work shall here today hallow God’s Name, seek His Kingdom, do His Will. 

Let us Pray for our Officers that they and we together may do God’s Will. 


OFFICERS | 
President ee ee oe Miss F, E. Grucuy, Hat Piplia, via Indore, M,B, 
ViceePresidents Ne +» Mid-India, Mr JoHN Harrison, Mission Hospital, Ratlam, M.B, 
North-India, Miss I. C, Ross, Newton Hospital, Ferozepur Cantt. 
” Bengal Area, Miss M, HALL, Duchess of Teck Hospital, Patna. 
Bombay, Miss Racuet THomas, S.S.G. Hospital, Baroda. 
South India, 
Treasurer .. +» Mrs Evuet A, Warrs, Farley, Ootacamund, 
News Editor .. oo Mrs Eruet A, Warts, 
Cosopted from C.M.A. +» DrH, M, Lazarus, C.M.(>. Hospital, Vellore. 
+» DRE, Witper, Nelson Square, Nagpur 1, M,P, 
» ++ MiussI, Dorasyjt, 28 Alipore Foad, Delhi, 8. 
Secretaries— 
Assam Miss Marvin, Mission Hospital, Gauhati. 
Bihar and Orissa .. +» Miss M, Hat, Duchess of Teck Hospital, Patna, 
Bombay +» Mrs Duncan Fraser, 1 B Stavely Road, Poona, 
} Madhya Bharat and 
Madhya Pradesh _ Mrs P, Curtstian, A.E.M, Hospital, Tilda, M,P. 
Hyderabad +» Miss Kamata Paut, Mission Hospital, Medak. 
Madras—Andhra .. +» Miss Dororuy AsPLuNp, C.B.M. Hospital, Nellore. 
Madras—Tamil .. +» MR James ARULASANAM, W.P. Memorial Hospital, Mathurai. 
N. India +» Muss E, L. Bares, Medical College Hospital, Ludhiana, 
W, Punjab .. Muss Dororay Dacgnuar?, N.F. Hospital, Montgomery. 
Travancore ee ee oe Miss M, JakINs, L.M.S. Hospital, Neyyoor,. 
Uttar Pradesh Muss D. Arxins, B,C.M.S. Hospital, Kachhwa. 
South India Nurses’ Examin- 
ing Board +» Muss T, Nevpogrersr, Kugler Hospital, Guntur, 
Mide-India Board of Examiners Muss L. Scorr, U.C,.C. Mission, Indore, 
Language Editors— 


Telugu oe oe oe Mr C, H, Marruews, Clough Memorial Hospital, Ongole: 
Tamil ee ee GNANAKANMALAI, W.F.P.M. Hospital, Mathurai, ty 
Hindi os oe +» Mr Joun Harrison, Mission Hospital, Ratlam, M.B. 
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NEW MEMBERS LIST 


NAME No. ADDRESS 
| Miss M. Neff ww» 261. A.G. Mission, Rupaidiha, Bahraich Dist. U.P. 
Miss J. Boersma oe 397 A.M. Hospital, Bahrein, Persian Gulf. 


Miss C. I. Workman ... 398 St. Lukes Hospital, Chabua, Assam. 
. Mrs. K, Mozemder a 399 Balijan, Hoogrijan P.O., Assatn. 
Miss F. L. Harper .- 400 Kalyani Hospital, Madras, 4. 
Miss M. his Pritchard ... 402 Redfern Memorial Hospital, Hassan, Mysore State. 
Miss Geeverghese 342 U.M.T.S. Arogyavaram. 


| Mrs. Seeniah do 
Mr. Seeniah do 
Mr. Theophilus 347 do 
Mr. Israel - ow 348 do 
MruP. V. Joseph. do 
Miss M. Thomas do 
Mrs. M, Rajasekara do 
Mrs. K. Joseph do 
NOTICE 


Will alt kindly's note that delay can be avoided by their the 
- Nurses’ Auxiliary Secretary as Mrs. E. A. Watts, Farley, Ootacamund, S. India and 
~ not to Nelson Square, Nagpur. 


WANTED 


Wanted immediately—Single Nurse, Indian, European er 

. post of Nursing Superintendent for 150-bed Sanatorium, Salary according to 

qualification and experience. Furnished quarters, Dhobi, Water, Sweeper Ser- 

: vice free. Apply to Medical Superintendent, Lady Irwin Sanatorium, P.O. ‘Jubar, 
via Sanawar (Simla 


Wanted Senior Staf Nurses for Christian Hospital season opening March 
I, 19533, apply to Business Manager, Landour Community Hospital, Landour 
P.O., Mussoorie, U.P., Stating age, experience and salary expected, 


NURSING NEWS COVER COMPETITION 


At the Annual Meeting of the Nurses’ Auxiliary it was resolved that a 
_ competition’ be instituted for the designing of a cover for the Nursinc News, 
_ The competition is open-only to members of the N.A. The design should be 
. of classical nature, not pictorial. They. should be in black and white; and. of 

size suited to the page-measurement of the Nurstinc News without re-drawing. 
- Designs should be submitted before 1st March, 1953, to the Secretary, Mrs 
E. A. Watts, Farley, Ootacamund. A committee of adjudication has snr 
appointed and the accepted design will be awarded a prize. 
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EDITORIAL 


As this is being written we are approaching the year 1953, and I 
express to you, as Secretary of the Nurses’ Auxiliary, and as Editor, my 
greetings and good wishes for the year which will have well commenced by 
the time you receive this issue of the Nursinc News. The past nine months 
have been to me months when contacts have been made that have been 
inspiring, enlightening and very worth-while. The tours taken have given 
me a valuable insight into the working of mission hospitals, both large 
hospitals combining schools of nursing and established on up-to-date lines; 
and the smaller institutions which are carrying on work in towns and 
rural areas, all bringing the much needed relief to the- sick and suffering. 
Many of these places have faced new problems as they have grappled with 
famine conditions; and have accepted with joy and self-sacrifice the burden 
of extra work, with no enlarged staff to help cope with it. 

The one cry is, we need more leaders—women and men who are-ready 
to shoulder responsibility. We need more national sisters and brothers to — 
come forward and be ready to take extra training that will equip them to 
fill the posts that are open. This need is urgent. Will not more of our 
young members heed this call and come forward? Endeavours are being 
made to increase the facilities for post-graduate training, but even if these 
facilities are provided the need cannot be met until the personnel is avail- 
able to make full use of these courses of training. ‘eso 

Those interested can write to me, or to their area secretaries. If you 
feel called to increase your usefulness in service by being more’ fully 
equipped, do not let that desire pass unheeded. Seek now for the oppor- 
tunities that will give you specialized training for special work: 

The following pages will contain reports from the Annual Meeting 
which should be of interest to all members, giving information about what 
the Nurses’ Auxiliary is doing. 


NEWS OF MEMBERS | 


Miss M. Craig, Principal of the a sh of Nursing, Delhi, has left 
for America on furlough. 


Miss Buchanan has returned to India, and to Delhi, and acts as Principal 
of the College of Nursing in Miss Craig’s absence. 


Eleven new members have joined the Nurses’ Auxiliary from the 
Union Mission Tuberculosis Sanatorium, Arogyavaram. We congratulate 
Miss Lund upon maintaining a 100 per cent membership. 


Miss Anna Matthews, after obtaining her B.Sc. aed in nursing wilds 
cation in Detroit, Michigan, has returned to Vellore to take up duties as 
Assistant Dean in the Vellore Nursing School. The nursing school held 
the annual lamp-lighting service on October oth. 14 B.Sc. and 15. certifi- 
cate students received their full uniforms after-completing the three months 
preliminary period. A new class of 19 students was admitted on Nov- 
ember 5th for the three-year course in nursing. 
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ITEMS OF GENERAL INTEREST FROM THE MINUTES OF THE 
ANNUAL MEETING OF THE NURSES’ AUXILIARY 


Irwin College, New Delhi, 23rd September, 1952 


10-year memberships. It was reported that four members had aid up a 
ten-year membership, and that some others had paid for a period of tre years. 


U.P. Area Committee. It was reported that this committee had been formed 
and at its first meeting postgraduate courses had been discussed. One such 
course held at Fategarh had proved very helpful, and it was resolved to hold : 
another course from January, 1953 if sufficient applications are received, The 18 
A.P. Mission is to be asked to release Miss Owen after furlough to give full 
time supervision to such an administrative course for nurses. 


Reports. The Secretary’s, Treasurer’s and Editor’s reports were accepted, 
and follow these notes. 


Cover for the Nursinc News. The Executive Committee’s recommendation 
that the Nursinc News would be more attractive with a cover was approved 
and it was resolved that a competition be announced for the design of the cover 
front page; and that Miss Jakins and Miss Head be appointed adjudicators in 
such a competition, It was suggested that the cover paper should be blue and 
the design in black and white. 


Area Secretaries’ Reports were received, and are to be summarized for 
- inclusion in the next Nursinc News. 


Daily Bible Readings. Members spoke to the usefulness of the Bible 
Reading lists, and with reference to their continuance in 1953 it was sugyested 
that further helps to the understanding of the portions would add to the value 
of the lists. This might also lead to the formation of group study classes; and 
the notes would also give suggestive thoughts for ward and staff prayers. The 
proposal to use the Scripture Union reading list and recommend the published 
notes was accepted. 


Local Fellowship Groups. Appreciation of the work of these groups was 
expressed and it was desired, when and wherever possible, that they be en- 
couraged to co-operate with the Nurses’ Auxiliary. Known active groups were a 
in Madras and Bombay, and one was proposed for Delhi. The secretary would ‘ 
be interested to hear of others. It was emphasized that in many parts of India 4 
Christian nurses were cut off from fellowship, and that in some cases nurses 
were debarred from forming organized groups. Since the Nurses’ Auxiliary 
was affiliated with the T.N.A.I. it was felt that on that basis the claim should 
be pressed that Christian nurses be allowed to gather together if they wished 
in any hospital. 


Election of Officers. Miss F. E. Gruchy was re-elected President. Miss 
Fleming was elected as Vice-President to succeed Miss M. Hall, in Bengal area. 
There were no nominations for Vice-President, South India, and for Editor, 
the positions therefore remain vacant. 


Secretary’s Quarters, Nagpur. A new house is being built in Nagpur for 
the CMA secretary, to include a flat for the N.A. secretary. On the recom- 
mendation of the Executive Committee it was resolved to contribute Rs 200 from 
N.A. funds towards the soft furnishings of this flat, 
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C.M.A. NURSES’ AUXILIARY SECRETARY’S REPORT 


On the return journey from the Council meetings of the Trained Nurses’ 
Association of India, on March roth I stopped off at Nagpur to take over the 
Nursing Auxiliary secretaryship from Miss Alice Clark who left on furlough 
very shortly after that date. This report therefore covers the period from that 


date until now, approximately six months. 


Getting to understand the work as represented in the files, preparing the 
issues of Nurstnc News, and keeping up records and routine work kept me as 
busy as time would allow in the first months, which were also the hill season 
months when other responsibilities were somewhat heavy. Nevertheless it is a 


time for making contacts and meeting those nurses who come to the 
hills for their hot weather vacation. 


I was able to attend the two South India hill conferences, at Ootacamund 
and at Kodaikanal, where I acted both as CMA and NA representative, since 
Dr Wilder had gone to Kashmir. These conferences were well attended both 
by doctors and nurses, and were inspiring and profitable gatherings. 


From early July to 8th August I was able to be in Nagpur in order to 
get more fully acquainted with the whole work of the CMA as I shared 
fellowship and home with Dr and Mrs Wilder. During that time the con- 
ference of CMA area secretaries, as well as the Conference on Hospital Evan- 
gelism was held. I had also the happy privilege of attending the retreat of 
secretaries arranged by the NCC, at Bhandara. 


During this time also I paid a visit to Delhi in order to arrange for the 
Executive Committee of the Nursing Auxiliary, and especially the nurses 
retreat in conjunction with the annual meetings of the TNAI. The helpful 
and happy co-operation of the officers and secretaries of the TNAI meant much 
in making these preliminary arrangements so easy. I shall be reporting further 
about these meetings, But this did prove to me that the link between the 
TNAI and the Nurses’ Auxiliary was a strong one, where the competitive spirit 
is entirely absent. Both organizations maintain their individual identity, but 
still can work side by side for those aims and objects that we, as professional 
and Christian women, cling to in a common bond. 


Leaving Nagpur, I travelled home via Bombay, chiefly to attend the 
meeting of the TNAI sub-committee on the Elderly Nurses’ Fund, but inci- 


.dentally to stay off for a day at Deolali where my son is music master in the 


Barne High School. To my surprise ther: was work found for me to do there. 
The headmistress of the Girls’ School had arranged that I should speak to the 
upper school on nursing as a profession. About 60 students of the upper school 
attentively listened to what I had to.say, and asked questions, I am sure that 


not a few decided that in thinking of their future career nursing was not to be 
left out. 


On returning to Ootacamund I had only 10 days at home before setting 
off again, visiting the Lutheran Mission Hospital at Ambur on the way to the 
Madras State Branch meetings of the TNAI; following this I visited the Danish 
Mission Hospitals at Tirukoilur, and Vriddachellam, returning to Vellore for 
the council meeting of Vellore medical college and hospital. 


The days since then have been occupied at home with preparations for 
these meetings in Delhi. 


Since taking over there have been a few new members joining. Many 
members have not yet paid up their current subscriptions and so have lapsed; 
but we are endeavouring to get them back again on our lists. A few members 
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have taken the opportunity of securing membership by the payment of the 


ten-year subscription. 


What is our future? Are we ready to accept the challenge that is before 
the Christian nurse, to treat our profession as a sacred vocation, to minister 
to the sick, in work and testimony as true followers of our Master Jesus Christ? 
If we accept the challenge and go forth into the future undaunted we shall 
justify our membership in the nursing section of the Christian Medical Asso- 
ciation. May God help us so to do, 


TREASURER’S REPORT 


As has been the custom for several years, the C.M.A. still graciously 
assumes the responsibility of meeting the general expenses of the Nurses’ 
Auxiliary, including the secretary’s salary and travel. So the N.A. treasurer’s 
duties are those of taking care of the entrance fees, subscriptions, and corres- 
pondence relating to these. This report covers the period from January until 
August, so you will see that there are still four months before the financial year 
closes. This is an interim statement; the yearly statement can only be presented 
after the end of December. This will be printed in a forthcoming Nursinc News 
and also be sent to members of the Executive. 

There is quite a large amount yet to be gathered in from the annual 
subscriptions. This year there has been difficulty in sending out the reminders 
owing to new post office restriction on the wording of these notices. It is 
feared many have been refused owing to the post office sur-charge, some have 
been returned to me and I have paid the sur-charge, but this has meant that 
the reminders have not reached the members. This restriction is now cancelled 
but I must apologise for having unknowingly caused members inconvenience. 

During this last quarter these will be made a full check up, and I hope by 
the end of the year all arrears will have been gathered in, Our finances are 
in a healthy state and in any case we should be able to show a good balance 
in hand when the accounts of the year are made up. 


Warts, S.R.N.,S.C.M., 
Treasurer, Nurses’ Auxiliary, CMA. 


C.M.A.I, NURSING AUXILIARY INTERIM ACCOUNT 
January to August, 1952 


INCOME EXPENDITURE 


Balances brought forward: . Rs. A. P. 
’ Bank ... 2,06915 6 By Affiliationto T.N.A.I. ... 71 4 0 
Cash ... 156 1 6 Postages one 
ursing News ... 
Subscriptions 79% 5 0 Bank Commissions ... 612 0 
Telegrams 5 4 0 
Railway guides nae 0 0 
Printing 112 0 
Balances, Bank 2,169 7 6 
Less Cash to 
be drawn... 
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EDITOR’S REPORT 


Since the resignation of Miss Smies, owing to the inability of finding 
another editor the Nursinc News has been edited by the Secretary; while this 
is necessary I am still willing to carry on, but it is not good that one person 
should hold three important offices. I have done my best to make the News 
interesting but there is a definite lack of material in spite of appeal to members 
to send in articles and news, The response has been practicably nil, even 
though a reward of Rs 5 for the best contribution has been offered. 

I would like the Nurstnc News to be rather more attractive and suggest 
that we have a cover for those copies which are issued apart from the C.M.A. 
Journat. I am trying to keep the printed matter to twelve pages and even if 
we have a cover three of the cover pages can still be used for notices, directory, etc. 

I would like to suggest the abolition of the V.P.P. system and also that 
when the annual dues are paid by cheque the amount should be Rs 3 as the 
bank commission is now 8 annas. 

E. A. Watts, 
Editor, Nursinc News, CMA. 


You're among the I’m-going-to-be-a-nurse crowd ? 


NURSING AND RELIGION—HISTORICAL PARTNERS 


One of the most powerful influences in the development of nursing in 
-all ages has been religion, states the American Nurses’ Association, under 
whose auspices the Diamond Jubilee of Nursing is this year being celebrated 
in the United States. Sponsoring the Jubilee, which signalizes the 75th 
anniversary of professional nursing, is a national committee composed of 


President Truman, ex-President Hoover, Senator Arthur Vandenberg, 
Charles P. Taft, Dr William C. Menninger, and more than 60 other pro- 
minent figures in American life. 

The connection between nursing and religion has always been close, 
declare the ANA, pointing out that all ancient creeds concerned themselves 
with sickness and health. The earliest medical records are Egyptian; their 
priests were physicians, and it is possible that their temples were used as 
hospitals where the sick were nursed by priestesses. 

India left clear records of nursing in ancient times. The Vedas, 
India’s sacred books, give the fullest details about nursing principles and 
practice. Many are so clear, intelligent and scientific they could fit a 
modern nursing manual. Young men nurses belonged to sub-castes of the 
Brahmin or priestly orders. The nursing profession as a semi-religious 
caste is thus very old. An ancient Indian manuscript dealing with “The 
Physician, the Drugs, the Nurse and the Patient,’ said the nurse should 
know how to compound drugs, must be clever, devoted to the patient and 
pure in mind and body. 

Early Jewish religion played a great role in the development of the 
healing arts. Jewish women of Biblical times had remarkable skill in 
medicine and experience in caring for the ill. Moses developed enlightened 
codes of sanitation and hygiene for family and community life. 

It was the Greeks, however, who established medicine and nursing for 
all time as sciences. The white marble temple of Epidauros and its sur- 
rounding buildings contained hospital wards, baths, gymnasia, libraries, and 
rooms for visitors and attendants. Hippocrates, the father of. medicine, 
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wrote in great detail about the technique of what we now call nursing. 
His high ethical and medical standards were embodied in the Hippocratic 
Oath, which was adapted for modern nurses in 1891. Hippocrates‘ realized 
that the physician was too busy prescribing for and treating his patients, 
and that nurses were needed to assist them. But even he thought nursing 
should be done by medical students; it took centuries for the world to 
discover that a medical student is not a trained nurse. 

In pagan Rome nursing was usually done by slaves. The only genuine 
hospitals were those maintained by the army, where sick and wounded 
soldiers were nursed by orderlies. 

With the rise of Christianity, a wave of spiritual hope went through 
Roman society. One of the most striking features of the new faith was its 
liberation of women. Christ’s teachings declared men and women to be 
equal with the result that women, both married and single, threw them- 
selves with the utmost devotion and enthusiasm into the works of the 
Christian community, especially the care of the sick. Organized nursing 
followed soon afterward. Phoebe, friend of St Paul, was probably the first 
to organize on a wide scale nursing of the sick poor. As such care became 
the special work of women the visiting nurse emerged. 

With the collapse of the Roman Empire, the church became the one 
unifying force in the western world. Between the 4th and 12th centuries, 
women enjoyed great freedom in the monasteries. They established hos- 
pitals and nursing staffs, cultivated and prepared drugs, attended the sick 
and afflicted. In Ireland, St Brigid of Kildare, daughter of an Ulster 
prince and disciple of St Patrick, introduced women’s monasteries as early 
as the 5th century and was known as ‘the Patroness of Healing’. She led 
her nuns in caring for lepers. Many other women carried on hospital 
nursing and medical work in the 700 years from the fall of Rome to the 
end of the 12th century, when, with the stirrings of modern civilization, 
hospitals were founded as a civic obligation. 

So it has continued until today. The profession of nursing still main- 
tains the high ideals and devotion to the welfare of others that has been 
the direct result of the religious origins of nursing. 


~ 


‘In a world getting more complex every day, the need is for an un- 
complicated approach. We have too much theory, too much bleacher 
religion, where people sit and watch the pageantry go by. To be most 
eflective, religion must show how to dig a better ditch, ay more brick, 
build a cheaper house, work out better labour-management relationships.’ 


To those out to serve mankind Dr Pysher suggests a few check 
points for size: 

1. Am I available to all people, or just certain types? 

2. Do people love me? If not, then I am not loving them. 

3. ~~ we those in need to help themselves by helping 

ers 
4- Do I give to people that which I prize most, or only old, un- 
wanted things? 


‘Our troubles have grown out of our effort to humanize God, deify 
man. and minimise sin.’—Artuur J. Moore 
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LOVE’S FLOWER PETALS NEVER FALL 


From Love’s Unfading Flower by the Rev. JoHN DEANzE, 
of New Zealand Bible Training Institute 


‘We sing of Love—Life’s mighty, royal guest; 
Love—with his deathless eyes and tireless hands; 
Who makes his glad abode in every breast: 

Who binds us, heart to heart, with heavenly bands, 
Come! let us praise, in joyful, loud accord, 
All-conquering Love, in heaven and earth adored.’ 


‘Love’s flower petals never fall,’ so runs Arthur Way's translation of 
1 Cor. 13:8. 


John sees Love in its essence, and says: ‘God is Love’. Paul sees Love 
in action, and sings this lyric. 


Let us wander through this garden, where blooms the Flower whose 
petals never fall. 


Love’s Unique Name. Paul wrote in Greek, and the name he used for 
‘love’ is not to be found in any heathen writer. He passed by the four or five 
words in current use, because to use them would soil the pure and beautiful 
content of the thing called Christian Love. The Love that God has for us, 
and that we have for Him, and for each other, as Christians, could not be 
described by any word then known. The word Paul used, as Archbishop 
Trench says: ‘Was born within the bosom of revealed religion’: and its 
birthright gives it meanings which ‘set it lofty and lonely amid all attempts 
to utter the master word of human life’, 

In Greek tragedy love was a kind of madness, a destructive and disastrous 
obsession, a minister of confusion and despair. In this hymn it is the sanity 
of life, the basal principle of spiritual health. It is the supreme constructive 
force of life, the maker of character, and the revealer of truth. It glows with 
a passion that burns to ash all that is mean and dark and shameful. 


Love's Minute Portrait. Paul does not define Love, he paints her, and the 
portrait is of Love in life’s familiar pathway. 

We overhéar her speaking, or listen to her silence when her silence says 
‘more than speech. We see her doing, or watch her enduring. We behold her 
bending beneath a brother’s burden. Her activity reveals her essence. 


The Pathetic Pathway that Leads to This Hymn. The Corinthian Church 
had become a tangle of envy, vanity, discord and schism, which resulted from 
an abuse of the gifts of the pure Spirit of God. How gifted was this church, 
1 Cor. 1: 4-7; 12:4-11; yet how divided, 1:12 and how wicked, chapter 5 ! 


Gifts are for the edification of the Church, not for the glorification of the 
individual. We should not covet the most showy and surprising gifts, but the 
most useful and helpful. The graces of the Spirit are more to be desired than 
the gifts of the Spirit, . 

So this hymn to Love came because of the lack of love. Love’s oppor- 
tunity comes, not in ideal conditions, but in love’s absence. 

At Calvary, God’s supreme manifestation of love came on the stage of 
man’s supreme hate. 

Paul’s most lovely lyric to Love broke in on the discordant jangling of a 
loveless church. 

Are we finding about us in life’s tragedies an opportunity to sing and live 
a song of love? 

‘Love’s flower petals never fall.’ Ps 
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Oh Fount of Love! give to us, we pray, the fragrance and the beauty of 
this Lily of the Valley. Let our lives be but the living out of.a deathless, 
tireless love. May no wind that blows make to fall the petals of this fair 
flower. May those who come near to us feel once that they are enwrapped and 
enfolded in the Love of Christ that flows through us. May every act, thought, 
look, be love. 


‘We grow by giving, and the love 

Which is most prodigal grows most; 

We live by losing, and the soul 
“That spends itself, can truly boast t 
_ Of longest life. 


‘So, Lord, take. now our lives and loves 
And make them move to any heart 
Who needs them most; to souls who fail ' 
And struggle in the strife apart— : 
- Alone and tired.’ 


Send for the doctor, name the drug suspected, 
* Keep every cup where poison is detected; 
In every case whate’er the poison be, 
You may give water, milk, eggs and tea. ees 
Oils: may be used, but two exceptions lie ; 
In phosphorous poisoning and in Spanish Fly. 
~ In every case where staining is not found 
‘To give an emetic is both safe and sound. 
So mix at once and don’t get flustered, 
Two tablespoons of salt arid one of mustard. 
If stains are present, then proceed with care, 
_ And of emetics most of all beware. 
The poison known to make the patient placid 
__ Are alkali corrosives, so-give an acid. 
. . An.acid swallowed, then reverse the matter— 
Give an alkali -to kill the latter. 
The acid antedotes in household use 
Are table vinegar and lemon juice. 
What alkali to use needs no revealing, 
Take chalk, whitewash or plaster from the ceiling. 
~ Carbolic acid poisoning, to make the patient easier, 
Give tablespoons two of sulphate of magnesia. 
In opium poisoning he snores like some old druid, 
‘Give a diluted tablespoon of Condy’s Fluid. 
In strychnine, opium and where there is long stagnation, 
Resort to artificial respiration. 
From a nurse’s notebook 
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DAILY BIBLE 
EVERY MORNING 


Be sure to read the assigned pr carefully before atiempt 


ing to answer the questions. 


3. 


Is one any example for me to ‘seek to foltow by God's 
P 

Is there a command to be obejed? 

Is there a sin for me to avoid or to forsake? ss. 

Is there a promise for me to claim; if so, what are its 
conditions? 

What does this passage teach me (by illustration or state- 
ment) about Jesus Christ, God, myself, His will for 
my life? 

Is there something in this passage which should be my 
prayer for today? 


The Daily Reading List for 1953 is that issued-by the Scripture Union, 
and is reproduced by their kind permission. Helpful notes .on these readings 
may be obtained from the Rev. Paul Das, North India Christian ae: and 
Book Society, 18, Clive Road, Allahabad, 

‘Daily Bread’ Notes by the Rev. Guy H. King—Re 1-8 per year. 

_ Daily Notes on the Scripture Portions—Re 1-8 per year. - 

It is also recommended that Scripture — and mee ‘groups be 
arranged by hospital staffs. 


February 1. 
” 2. 

” 3 

” 4. 

5: 

6. 

” 7: 

8. 


” 
” 


They glorified God in me. Gal. 1: 18-24; 2: 1-10. 

Justified by faith in Christ. Gal. 2: 11-21. 

The righteous shall live by faith. Gal. 3:1-14. 

Ye are all one in Christ Jesus. Gal. 3: 15-29. 

God sent forth His Son. Gal. 4: 1-16. 

Through love be servants one to another. Gal. 5: 1-15. 

Walk by the Spirit, Gal. 5: 16-26. 

Let us not be weary in well-doing. Gal. 6: 1-18. 

His delight is in the law of the Lord. Psalm 1. 

I have set my king upon my:holy hill. Psalm 2.. 

Salvation belongeth unto the Lord. Psalm 3. 

The Lord will hear when I call unto Him. Psalm 4. 

In the morning I will order my "5 Psalm 5. 

The Lord will receive my prayer. 

My shield is with God. Psalm 9. 

When I consider Thy heavens—what is man? Psalm 8. 

I will give thanks unto the Lord with my whole heart. Psalm 9. 
The of the fatherless. Psalm 1o, 
Jesus Christ, the Son of God. Mark 1: 1-13. 

Repent ye, and believe in the Gospel. Mark 1: 14-28. 

In the morning He rose - . . and prayed. Mark 1: 29-45. 
The Son of Man hath authority to forgive sins. Mark 2: 1-12. | 
I came ... to call... sinners. Mark 2:13-18. 

That they might be with Him. Mark 321-19. 

Whosoever shall do the will of God. Mark 3:20-35. 
- Who hath ears to hear, let him hear. Mark 4: 1-12, 

Take heed what ye hear. Mark 4: 13-29. 

Have ye not yet faith? Mark 4: 30-41. 
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Go to thy house .. . and tell.. Mark 5: 1-20. 

Thy faith hath made thee whole. Mark 5 : 21-34. 

Fear not, only believe. Mark 5: 35-43 

He pad because of their unbeliet Mark 6: 1-13. 

A and holy man. Mark 6: 14-29. 

Come ye ... and rest awhile. Mark 6: 30-44. 

Be of good cheer, it is I. Mark 6:45-56. 

Making void the word of God. Mark 7:1-16. 

He could not be hid. Mark 7: 17-37. 

I have compassion on the multitude. Mark 8: 1-13. 

Do ye not yet understand? Mark 8: 14-26. 

Who say ye that I am? Mark 8:27-38; 

This is My beloved Son: hear ye Him. Mark g:2-13. 

I believe; help Thou mine unbelief. Mark g: 14-32. 

He took a little child, and set him in the midst. Mark 9: 33-50. 
What . . . God hath joined together, let not man put asunder. 

Mark 10: 1-12. 

17. Suffer the little children to come unto Me, Mark 10: 13-31. 
18. The nie of Man—came—to give His life a ransom, Mark 
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0: 32-45. 

_ 19. What wilt thou that I should do unto thee? Mark 10: 46-52. 
20. The Lord hath need of him. Mark 11:1-18, 
21. Have faith in God. Mark 11: 19-33. 
22. The stone which the builders rejected, Mark 12: 1-12. 


24. She did cast in... all her living. Mark 12:28-44. 
25. Take ye heed to yourselves. Mark 13: 1-13. 

26. Let him that readeth understand. Mark 13: 14-27. 
27. Take ye heed, watch and pray. Mark 13:28-37. 

28. She hath done what she could. Mark 14: 1-16. 


Mark 14:1 
30. Not what I will, bi what Thou wilt, Mark 14: 32-45. 
31. That the scripture might be fulfilled. Mark 14: 46-59. 


My Lord! I may not understand 
Love’s mystery of Calvary; 
Why Thou did’st bear the sin, the shame, 
he taunts, the piercing thorns, for me. 
But, wondrous glory, I am free, 
And when my heart the way would know 
It finds no other theme than this— 
My blessed Saviour loved me so. 
—IsataH 53:5 


PRINTED IN INDIA AT THE WESLEY PRBSS AND PUBLISHING HOUSE, MYSORE 


23. Render . . . unto God the things that are God’s. Mark 12: 3-07, 


29. My blood of the aust which is poured out for many. 
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ALDESTAN FOR 
TYPHOID 


Aldestan Tablets, effective in all stages of Typhoid. 
Bottles of 30, 60 and 300 at -Rs. 5, Rs.9 and Rs. 40 
respectively, 


Packing, forwarding charges and sales tax extra 


: Important: Special Concession to Missionary and Charitable 


be N.B.—Destriptive literature and exhaustive clinical reports on request. 
SOLE DISTRIBUTORS FOR BOMBAY AND SAURASHTRA STATES: 


CHAVANNES & CO.,LTD. 


Mercantile Chambers, 
Graham Road, Ballard Estate, Bombay 


Post Box: 552 Telegram: INDOFRANCO Telephone: 21454 . 


PHARMACEUTICALS 


known the, wold over 
HEPORAL VITALYN(B-C} 


(POLYVALENT LIVER EXTRACT) (VITAMIN "B” COMPLEX) 


NEO-HEPORA VITALYN(V-M) 


(VITAMIN 612 CONCENTRATE) (MULTIVITAMINS-MINERALS COMPOUND) 


All products made under. FDISONS CONTINENTAL LABORATORIES LIMITED. 


SOLE OISTRIBL TORS. 
Write for Catalogue CONTINENTAL DRUG COMPANY LTD. 


ANNIE BESANT BOLO 
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FRESH ARRIVALS OF 


MICROSCOPES 
for Clinics and Students 


COLORIMETERS 
HAEMOMETERS 
HAEMOCYTOMETERS 


CENTRIFUGE 
Machines Electric and 
Hand 


SEDIMENTATION 
Apparatus 


LABORATORY .GLASS 
Wares 


DIAGNOSTIC SETS 


KAHN & WIDAL 
Test Outfits 
SHAH & COMPANY 
ata Importer and Exporter of 
Hospital and Laboratory Requisites 
24, Sardar Griha Building, Lohar Chawl 
Tel: *SCIENCAID’ 


CurisT1AN Mepicat AssociaTION OF INDIA, 
PAKISTAN, BURMA AND CEYLON 


MEMBERSHIP 


The membership of the Association shall be open to Christian medical 
men and women who hold a recognized qualification in Western Medicine 
registerable in India or its equivalent. Membership implies full sympathy 
with the main object of the Association, defined as the prevention and relief 
of human suffering and the pursuit of measures for the promotion of health 
in the spirit of Christ in the extending of the Kingdom of God. 


Entrance fee, required from all members, is two rupees with the exception 
mentioned below. Annual dues are seven rupees in advance; but when there 
is more than one member at the same address, up to a maximum of three 
members may combine to share one JOURNAL if so desired. The rates then 
will be for two members to one JouRNAL Rs. 9 per year, for three members 
Rs. 11 per year. Those desiring group membership should apply in groups 
of two or three sending the amount indicated and the names of the members 
indicating in whose name the JouRNAL is to be sent. When a member is on 
furlough and payment is to be paid in other currencies : 


India America Europe 
One Year’s Subscription: Rs 


- sh. 8 
One Year’s' Membership: wit $ 1.50 sh. 11 
One Year’s Entrance Fee and 
Membership: Pe $ 2.00 sh. 14 
Pakistan 


An exception is made for members whose monthly salary does not exceed 
Rs. 100. For such the entrance fee is eight annas and the annual dues are 
five rupees and eight annas, except that when husband and wife are both 
members the entrance fee will be eight annas each and the total annual dues 
will be six rupees, with the provision of one JOURNAL only. 


New members shall be proposed by one member of the Association. 
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THE JOURNAL OF THE CHRISTIAN MEDICAL ASSOCIATION 
OF INDIA, PAKISTAN, BURMA AND CEYLON 


Editor: H. H. Gass Associate Editor: DonaLp E, PATERSON 


Members of Editorial Board: 
D. C. DevapHar I. E. J. Davip Y. D. Uzcars 


Published Bi-Monthly, One Volume per Year by The Wesley Press, Mysore City 


EDITORIAL COMMUNICATIONS 


Original Communications. The JourNat will be pleased to consider for publication 
suitable articles by non-members as well as by members of the Christian Medical 
Association of India, Pakistan, Burma and Ceylon. Manuscripts should be sent to - 
the Editor, H. H. Gass, M.D., Christian Medical College Hospital, Vellore, North Arcot 
District, S. India. Articles are accepted for publication upon the understanding that - 
they are contributed solely to the JourNaL of the Christian Medical Association of 
India, Pakistan, Burma and Ceylon. 


Neither the Editor nor the publisher accepts responsibility for the views and state- 
ments of authors as published in their Original ‘Communications’. : 


Manuscripts. Manuscripts should be typewritten on one side of the paper only . 
with double spacing and liberal margins. Pages should be, if possible, 8 x 11 inches. 
References should be placed at the end of the article and should include, in the order — 
given: name of author, title of article, journal, volume, page and year. Illustrations - 
accompanying manuscripts should be numbered provided with suitable legends and 
marked on margin or back with the author’s name. ; 


Illustrations. A reasonable number of half-tone illustrations will be reproduced | 
free of cost to the author, but special arrangements must be made with the Editor for - 
elaborate tables or extra illustrations. Copy for zinc cuts (such as pen drawings and - 
charts), should be drawn and lettered only in indian ink‘or black typewriter ribbon as 
ordinary blue ink or colours will not reproduce. Only good photographic prints or — 
drawings should be supplied for half-tone work. . 


Reprints. Twenty-five reprints of articles published among ‘Original Communica- _ 
tions’ will be furnished to the author free of charge. Arrangements for additional 
reprints must be made directly with the publishers, The Wesley Press, Mysore City, 
Mysore. Individual reprints of an article must be obtained through the author. 


ni Consultants’ Column. Questions for the Consultants’ Column are to be sent to the 
itor. 


Institutional Reports and News Notes. Annual Reports of hospitals and other 
medical institutions, brief descriptions, celebrations or developments in thera and 
ersonal notes concerning members are solicited for the above departments of the 
 sescwmge They should be sent to the Secretary, E. W. Wilder, M.D., Nelson Square, 
agpur 1. 


Notices and Classified Advertisements are to be sent to the Secretary. The latter 
should be accompanied by a Money Order for Rs. 3 per insertion for 3 lines. 


Change of Address. The Secretary and Publishers alike would appreciate prompt 
notice of change of address of members which may be sent either to the Secretary or 
the Wesley Press, Mysore. In this connection the attention of members going on 
furlough or study leave is drawn to the fact that it costs no more to send their JouRNAL — 
overseas than to their local station. On leaving the country send your forwarding 
address to the Press. 


Commercial Advertising. Enquiries concerning space should be addressed to the 
Manager of the Wesley Press, Mysore City, Mysore. 


Memberships and Subscriptions are collected by the Publishers. Notice of expiry of 
such is sent to the individual by the Press one month before expiry. On receipt of such 
notice it is requested either that immediate payment by money order be made or that 
instruction be given to responsible persons to accept the next Journat V.P.P. if the 
member or subscriber himself is to be out of station. Careful observance of this will 
assist the publishers and the secretary and prevent many a lapsed membership. 
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PREVENT THE RESISTANT STRAINS 
against 
“ISONICOTINIC ACID HYDRAZIDE 


‘TIBIZIDE WITH CALCIUM PAS AND B-VITAMINS 


« Tubercle Bacillus is capable of developing ) 
resistance both in Vitro and in Vivo. 
A, 149, 1224, 19520 


Infection with Isoniazid resistant strains 
of extraneous origin may be expected in © 
hospitals ad later in the 
population. 
Grave et al J.A.M.A. 149, 1241, 1952 


Isottiazid ahd PAS form an attractive 
combination because of its easy admini- 

3 stration. 

~ Lancet II. 472, 1952 


COMPOSITION: 100 gm. coated granules contain: 


'Tibizide (Isonicotinic Acid _Hydrazide): 
-1500'mgm., Anhydrous Calciumpara-amino- 

Salicylate: 85 gm., Vitamin B:: 40 mgm., | 
Vitamin B,: 15 mgm., Vitamin B,:5 mgm., 

Sodium Pantothenate: 5 mgm., Niacinamide: 

30 mgm., Excipients q.s. | | 


In bottles of 100 gm. coated poe with 
dosage measure. - 


* 


15,. CHITTARANJAN AVENUE, CALCUTTA-13 
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Ideal for Children 


An extremely palatable tonic in syrup 
form containing 700 1.U. of Vitamin A 
and 100 1.U. of Vitamin D per c.c. with 
Minerals, Choline and Methionine. 


PACKING: 
jn bottles of 
TEDDINGTON CHEMICAL 
FACTORY LTD. 
(Biological & Pharmaceutical Laboratories) 
Surén Road, Andheri, Bombay 


Sole Distributors: 
W. T. SUREN & CO., LTD. 
P..O. Box 229, BOMBAY 1. 


Branches: 
CALCUTTA : P. O. Box 672. 
MADRAS: P. O. Box 1286. 
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WIDER SCOPE FOR 


CHLOROMYCETIN 


IN THE 
TREATMENT OF TROPICAL DISEASES 


CHLOROMYCETIN has one of the widest antibacterial spectra among 
established antibiotics and, in addition, is available in several forms. Its 
remarkable activity against a great number of pathogenic organisms—bacteria, 
I rickettsie and viruses, givesita wideapplication in the field of tropical medicine. 

Chloromycetin has been used successfully in the treatment of 
AMGBIASIS * BOUTONNEUSE FEVER * DYSENTERY * TRACHOMA * TROPICAL ULCER * TULAREMIA 


TYPHOID AND PARATYPHOID ‘+ TYPHUS AND SCRUB TYPHUS °* UNDULANT FEVER 
VIRAL HEPATITIS * YAWS 


Supplied in vials of 12 kapseals of 250 mg. 


FOR CHILDREN 


peepiatric Chioromycetin 

A pleasant-tasting suspension of a bitterless derivative of the 
antibiotic for administration to children. One teaspoonful (4 c.c.) 
is equivalent to 125 mgm. Chloromycetin. Bottles of 60 c.c. 


FOR TOPICAL USE 


Chioromycetin Cream 

¥ A cream indicated in the treatment of pyodermas, folliculitis and 
dermatoses of infective origin. Also effective as a routine minor 
wound dressing. Tubes of 1 oz. 


FOR OPHTHALMIC USE 


Chioromycetin Ophthalmic 

A buffered, stable ophthalmic solution indicated in the treatment 
of bacterial and viral conjunctivitis, trachoma, keratitis and herpes 
zoster ophthalmicus. In vials of 15 c.c. capacity. 


Chioromycetin Ophthalmic Ointment 
A petrolatum-base oculentum of 1% Chloromycetin, for the 
topical treatment of conjunctivitis and other eye infections. 


Tubes of } oz. 
By: PARKE, DAVIS & COMPANY, LIMITED 
Inc. U.S.A. BOMBAY 


bd Registered Trade Mark. 


| 
= 
= 
= ——= 
= 
= 
= = = 
= = 
= 
* 
3 
+} 
4 
Wij 
4 
id 
= 
é 
q 
A 
3 
| 


